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ARE YOUR FEMALE PATIENTS GETTING THE BEST
POSSIBLE MYOCARDIAL PERFUSION TESTS?

JACC VOL. 29, No. 1

(Journal American College of Cardiology)

JANUARY 1997:69-77

“Comparative Diagnostic Accuracy of Tl-201 and Tc-99m Sestamibi SPECT Imaging (Perfusion and

ECG-Gated SPECT) in Detecting Coronary Artery Disease in Women”

Conclusions: Thallium-201 and Tc-99m Sestamibi myocardial perfusion scintigraphic studies have

similar sensitivities in the detection ofCAD in women. However, the specificity of Tc-99m Sestamibi is

significantly higher than that of Tl-201 . This specificity is further enhanced by the use of ECG-Gated

SPECT Tc-99m Sestamibi imaging.

Community Imaging Center was the first lab in Wilmington to routinely

perform ECG-Gated SPECT using Tc-99m Sestamibi (

C

ARDIOLITE)™
on all patients. ECG-Gated SPECT provides perfusion, wall motion and

Ejection Fraction in one study.

HERE IS WHAT OUR PATIENTS HAVE TO SAY ABOUT US

“Last Friday, I had a Cardiolite stress test at your facility. This could have been an

awkward and unpleasant experience; but due to the professionalism and courtesy

exhibited by the employees of your Center, I felt comfortable and reassured. Please

accept my thank you and gratitude. I will pass my opinion on to my doctor (...) and

remain sincerely (...)”.

• Prompt, courteous service • Test results available in 24 hours or less • All positive tests called and faxed

We participate with virtually all insurance carriers

Phone: 302-892-6200 Fax 302-892-6206 Internet: www.communitymed.com
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The Delaware Medical Journal (DMJ) is owned and published by the
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expression for its members, and also for others striving for excellence in

medical practice. Articles in the DMJ are intended to be scientific and

educational and are not intended to reflect standards of medical care. All

material published is under copyright. On receipt ofmaterial submitted for

publication, a suitable release form will be sent for signature by all authors.

Scientific articles on medical matters are especially welcomed, including case

reports, clinical experiences, observations and information on matters

relevant to medical practice. Other material may also be accepted if the

editorial staffdeems it of interest to DMJ readers. All submissions should

include a briefsummary.

It is highly recommended that authors familiarize themselves withDMJstyle

before submitting manuscripts for consideration.

All material for publication should be submitted on a 3 1 /2" computer diskette

in WordPerfect 6.0 or Word 6.0. A printout of the manuscript must

accompany the disk. Manuscripts may also be submitted in paper form

(typed or printed out on good-quality paper - one side only, double-spaced,

one-inch margins), though computer disk is preferable. The ideal manuscript

length is two to 12 pages. Up to 12 references per manuscript will be

accepted, each keyed with superscripts in the text in the order cited. The

format should follow that used in the Index Medicus. Authors are

responsible for the accuracy ofthe citations.

Graphs, charts and black-and-white glossy photographs are accepted if

important to the understanding ofthe text, but should not exceed four or five
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number, and “top." A separate legend should be provided for each. Do not

write on the back, or scratch or mar them using paper clips. Do not mount

them on cardboard.

Photos of patients should generally be taken in a way that obscures the

patient’s identity. Photos in which a patient’s face must be clearly seen,

however, must be accompanied by signed release forms.

All manuscripts are reviewed by the editor and all scientific articles are then

sent for peer review by members of the Editorial Board and/or other

appropriate physicians. The usual processing time to publication is two to four

months, though in some circumstances this may be longer or shorter.
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When a patient tells you, “I can’t take the time for a check up,” your response
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.
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Advanced CT Imaging
at Three Locations

Brandywine Imaging Center,

Omega Imaging Center, Pike Creek Imaging Center

Diagnostic Imaging Associates, P.A. has three locations in

Northern Delaware providing advanced Computerized Tomography (CT) imaging;

Brandywine Imaging Center in North Wilmington, Pike Creek Imaging Center

in the Pike Creek area and Omega Imaging Associates for your patients

in the Newark area. DIA’s high resolution scanners are capable of

dynamic scanning and spatial resolution of .5 millimeters. Each facility has a

board certified radiologist on staff with special fellowship training in body CT. For your

convenience, patients can be scheduled same day with wet reading faxed immediately.

Diagnostic Imaging Associates accepts virtually all HMO, PPO and

Fee For Service health insurance plans including;

Principal, US Healthcare and all Blue Cross Blue Shield programs

Our full range of out-patient imaging services include:

• High-Field MRI • New spiral CT scanning • Ultrasound including Color Doppler

• Fluoroscopy • Mammography • Nuclear Medicine and General X-ray

For information and the office nearest you, please call 302-425-4DIA.

“At DIA we strive to be the best not the biggest”

Diagnostic Imaging Associates, PA

Brandywine Imaging Center • 701 Foulk Road • Suite E-1 • Wilmington • 654-5300

Omega Imaging Associates • L-6 Omega Professional Center • Newark • 738-9300

Omega Magnetic Resonance Imaging Center • L-6 Omega Professional Center • Newark • 738-9300

Omega Medical Center • K-15 Omega Professional Center • Newark • 368-5100

Omega Nuclear Diagnostic Center • K-15 Omega Professional Center • Newark • 368-8150

Pike Creek Imaging Center • 3105 Limestone Road • Suite 106 • Wilmington • 995-2037

Wilmington Magnetic Resonance Imaging Center • 1020 Union Street • Wilmington • 427-9855
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Christiana Care Imaging Services

has two locations to serve you.
FOULKSTONE PLAZA
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x-ray and ultrasound services are

available at our new location

in Foulkstone Plaza in

Brandywine Hundred.

Most insurance companies accepted.

Accredited by the American College

of Radiology.

WILMINGTON, DE 1 9803

MEDICAL ARTS PAVILION

475 1 OGLETOWN-STANTON ROAD

NEWARK, DE 19713
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AMA Sunbeam Affair: The Membership Speaks

December was an active month for your AMA
Delegates. The 1 997 AMA Interim House of Del-

egates meeting was held in Dallas, Texas, and

our Society was well represented by Delegates

Stephen Permut, James Marvel, Michael Brad-

ley and Carol Tavani; and Alternate Delegates

Alfonso Ciarlo, Marcianna Filippone, Richard

Simons and Michael Katz. The delegation was

supported by Mark Meister and myself.

As one would expect, the controversial "Sunbeam

Affair" was the major focus of the House and

significant action was taken by the House to

ensure future responsible leadership and busi-

ness conduct by our AMA.

You will recall that the AMA entered into a con-

tractual relationship in August 1997 to provide

health care information to be packaged with se-

lected Sunbeam health care products bearing

the AMA name and logo. The relationship was

apparently made without approval of the AMA
Board of Trustees and was subsequently can-

celled by the Board. These actions have led to

the dismissal of several senior AMA executives

and resignation of Executive Vice President, John

Seward, M.D. The AMA remains in litigation

with the Sunbeam Corporation over cancella-

tion of the contract. The Sunbeam contract has

uncovered two key deficiencies in the AMA that

the 1997 House has taken actions to correct.

First, corporate arrangements with the AMA have

not been clearly defined. The House adopted a

thirteen point "Principles to Guide Corporate

Relationships" that clearly and specifically delin-

eate any future relationships. The House also

endorsed a special Task Force on Association/

Corporate Relationships appointed by the Board

of Trustees that will report in June 1998 with

additional recommendations regarding corpo-

rate relations. This task force includes extramu-

ral business ethicists, as well as AMA Board

members.

Secondly, AMA internal management and deci-

sion processes were inadequate or dysfunctional.

The House directed the Speaker of the House to

appoint an Ad Hoc Committee of the House to

review the AMA counsel's investigation of the

Sunbeam contract. In addition, the Speaker was

directed to appoint an ad hoc committee to be

assisted by an independent management firm

to study and recommend any changes in struc-

ture, governance and operations of the organi-

zation. Both committees are to report in June

1998.

These actions clearly send direction to the AMA
Board and Executive Officers by the member-

ship to improve the organization's functions. If

you desire more detailed information about these

actions, please contact the Medical Society of

Delaware office.

Continued

Del Med Jrl, January 1998, Vol 70 No 1 9



President's Page

Medicare E & M Coding

Despite significant time spent on the Sunbeam
affair, other important business was conducted.

Most important was the general debate and over-

whelming unhappiness by the Delegates with the

impending requirements of the new Medicare

guidelines for evaluation and management
codes. Your delegation co-sponsored a resolu-

tion to rescind the new coding system, and the

House adopted a strongly worded substitute

Resolution 801 that directs the AMA to seek fed-

eral regulatory changes to decrease documen-

tation requirements and to take actions to en-

sure that physician documentation guideline er-

rors do not constitute fraud and abuse.

Immediately prior to the opening of the House,

the AMA received notification of the HCFA deci-

sion to extend the grace period to enforce the

new E&M guidelines until June 30, 1998. Since

there is no guarantee that these guidelines will

be changed, it is prudent for physicians to be

prepared to implement the new requirements.

The Medical Society of Delaware Physicians' Ad-

vocate, Joanne Benedetto, can provide you with

a booklet on the guidelines and is prepared to

offer onsite review of your records to evaluate

your compliance with the new regulations.

Please take advantage of this invaluable service.

Best regards,

Rehabilitation Consultants, Inc.

Two convenient locations

Call 302/478-5240 or 302/655-5877

Silverside Road Office Baynard Blvd. Office

Suite 105 Springer Bldg. 2100 Baynard Blvd.

Concord Plaza Wilmington

3411 Silverside Road

Physical Therapy • Occupational Therapy

• Speech Therapy

Comprehensive Rehabilitation • Work
Tolerance Testing, Work Hardening for Injured

Workers • Family Sports Medicine • Fitness

Programs • Hydrotherapy • Nutritional

Counseling

Approved by Medicare, most Managed Care, HMO,
and Major Insurance Plans

Serving the Greater Wilmington Area Since 1970
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SCIENTIFIC ARTICLE

Improving Preventive Care for Women: Impact of a Performance
Improvement Program in a Family Practice Office

James M. Gill, M.D., M.P.H.

ABSTRACT

Purpose: In 1993, the Family Medicine Center (FMC) at the

Medical CenterofDelaware (MCD) implemented a performance

improvement (PI) program to increase rates ofadultpreventive

care. This program included adoption of evidence-based pre-

ventive care guidelines, education of physicians and nurses

regarding these guidelines, development of a flow sheet for

trackingpreventive care on office charts, and adoption ofa policy

ofnurse review to alertphysicians ofwhich preventive services

are due. The purpose ofthis study was to determine whether this

PI program had a positive impact on the delivery ofpreventive

care to female patients of the FMC.

Methods: A retrospective chart review was conducted for 280
female patients of the FMC ages 40 - 75. We determined the

percentage ofwomen who had received appropriate screening

for breastand cervical canceras well as appropriate immuniza-

tions, according to the guidelines ofthe US Preventive Services

Task Force. These percentages were compared for the three

year time periods before and after the PI program was imple-

mented (July, 1990 - June, 1993 and July, 1993 - June, 1996).

Dr. Gill is the Research Director for the Department of Family and

Community Medicine at Christian Care Health Services in Wilmington,

DE.

Ms. McClellan is a Research Assistant with the Center for Community
Development at the College of Urban Affairs and Public Policy -

University of Delaware, Newark, DE.

Stephanie A. McClellan, M.A.

Results: Priorto implementation ofthe PI program, PAP smears
were completed in 65.3percent ofwomen, mammograms in 70.3

percent, breast exams in 44.2 percent, flu shots in 29. 6 percent

and tetanus shots in 15.5 percent. After the program, these

percentages increased for all preventive services, especially

PAP smears which increased by 12 percent and tetanus shots

which tripled. Afterthe program, the rate offlu shots was stilllow

at 37 percent.

Conclusions: Afterimplementation ofa PIprogram at the FMC,
performance ofpreventive care forfemale patients improved for

both cancer screening and immunizations. This improvement

suggests that an office-based strategy can improve perfor-

mance ofpreventive care, especially ifit incorporates the active

involvement of nursing staff. However, there is still room for

furtherimprovement, notably with completion offlu shots. These

improvements will likely require additional strategies, such as

computerized tracking systems andpreventive care reminders

to patients.

INTRODUCTION

Preventive care is an important component of

primary care for women 1 and is often used as a

measure of quality of care for both internal and

external quality review 2 Because preventive

Del Med Jrl
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Scientific Article

Figure 1. Preventive Health Flow Sheet: Adults

Item Sex Age Frequency Month/Year

PHYSICAL

Weight M/F 18+ 1-3 years

Vision M/F 65+ Yearly

Hearing M/F 65+ Yearly

Breasts F 30+ 1-3 years 30-39
Yearly 40+

Pelvic F 18-65 1-3 years

LABORATORY

PAP F 18-65 1-3 years

Mammogram F 50-75 Yearly

Sigmoidoscopy M/F 19+ 5 years

Cholesterol M/F 19+ Yearly

TSH F 65+ Yearly

UA M/F 65+ Yearly

VACCINES

Tetanus Booster M/F 18+ 10 years

MMR M/F born after 1956 1 immunization
as an adult

Influenza M/F 65+ Yearly

Pneumococcal M/F 65+ Onetime

care rates are a

quality benchmark,

medical providers

must examine per-

formance of preven-

tive care services in

primary care set-

tingsand implement

programs to target

areas that need im-

provement.

In 1 993, the Family

Medicine Center

(FMC) at the Medi-

cal Center of Dela-

ware (MCD) imple-

mented a perfor-

mance improve-

ment (PI) program

which focused on

preventive care. The

purpose of this study

was to measure the

impact of the PI pro-

gram on preventive care for female FMC pa-

tients.

PERFORMANCE IMPROVEMENT
INTERVENTION

In 1 993 a study was conducted which examined

performance of preventive care in women at the

FMC as well as other care sites at MCD? This

study found that at the FMC there was fairly good

performance with Papanicolau (PAP) smears and

mammograms but significant room for improve-

ment with clinical breast exams, flu shots and

tetanus shots. In response to these findings, the

quality improvement committee of the FMC imple-

mented a PI program. First, the committee agreed

upon the evidence- based guidelines of the Ameri-

can Academy of Family Physicians (AAFP)4 and

designed a new office flow chart which listed the

recommended preventive services as well as the

appropriate ages and intervals (see Figure 1).

Next, a series of educational sessions were con-

ducted for FMC physicians and nurses which

focused on the use of these guidelines and the

office flow chart. In addition, the office protocol

for preventive care was modified, focusing on

the increased involvement of the nursing staff. At

each visit, nurses checked the flow chart to

determine which preventive services were needed

and would note these on the progress note as a

reminder to physicians. Lastly, supervising fac-

ulty physicians reviewed charts after each visit.

After this PI program had been in place for three

years we conducted a study to determine whether

the intervention led to an improvement in pre-

ventive care for female patients of the FMC. The

methods and results of this study are described in

this paper.

12 Del Med Jrl, January 1998, Vol 70 No 1
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METHODS

Setting

The study was conducted at the FMC of MCD, a

large group practice and teaching site located in

North Wilmington. In the FMC, there are six

faculty and 25 resident physicians, all of whom
see patients on a part-time basis.

Patients

Two populations of women were identified: those

who were FMC patients before the PI program

began and those who were patients after the

program was implemented. The ending date for

the period before the program was July 1 ,
1 993

and the ending date for the period after the

program was July 1 ,
1 996. Female patients were

selected if they were ages 40 to 75 years, if their

primary care physician was a faculty or third year

resident, and if they had been seen at least once

in the previous year and at least twice in the

previous three years. For the 1993 population, 6

we randomly sampled up to 20 patients for each

eligible primary physician; for the 1 996 popula-

tion, we randomly sampled 20 percent of all

eligible patients.

Data Collection

All charts were reviewed by a trained chart

abstractor over a three year period (July, 1 990 -

June, 1 993 for the "before" population and July,

1 993 - June, 1 996 for the "after" population) to

determine whether each patient had completed
appropriate preventive services. Appropriate pre-

ventive services were: (1 )
a PAP smear within the

previous three years for women ages 40 - 65; (2)

a mammogram within the previous two years for

women ages 50 - 75; (3) a clinical breast exam
in the previous one year for women ages 40 and
older; (4) an influenza immunization within the

previous year for women ages 65 and older; and

(5) a tetanus shot in the previous ten years for

women ages 40 - 75, in accordance with the

current guidelines of the US Preventive Services

Task Force. 5

Data Analysis

We calculated the percentage of women who
had each preventive service completed in the

appropriate time interval compar-

ing the "before" group with the

"after" group. Second, we com-

pared completion rates for women
of different age groups, insurance

status and number of office visits

(see Table 1 for categorization). In

all analyses, the chi-square test

was used with p<.05 as the cutoff

for statistical significance.

Table 1. Demographics of Study Sample

1993 Sample 1996 Sample Total Sample
AGE* (N=129) (N=151) (N=280)

40-49 26.4% 45.7% 36.8%
50-59 17.8% 29.8% 24.3%
60-69 35.7% 15.2% 24.6%
70-75 20.2% 9.3% 14.3%

INSURANCE

Medicaid 36.4% 7.3% 20.7%
Medicare 10.9% 4.0% 7.1%
Medicare + other insurance 18.6% 14.6% 16.4%

Managed Care 14.7% 58.3% 38.2%
Commercial 16.3% 13.2% 14.6%

None 3.1% 2.6% 2.9%

FREQUENCY OF OFFICE
VISIT TO FMC**

Few (2-5) 25.6% 41.1% 33.9%
Moderate (6-10) 34.9% 29.8% 32.1%
Many (11+) 39.5% 29.1% 33.9%

RACE

Black Data Not
27.4% N/A

White Collected
68.0%

Other 5.2%

*p < 001 by Chi Square for differences between 1993 and 1996 populations

**p < 01 by Chi Square for differences between 1993 and 1996 populations

FINDINGS

Demographics

There were 280 women in the

study: 129 in the "before" group

and 151 in the "after" group. As

seen in Table 1 ,
there were some

significant changes from 1 993 to

1996 in the distribution of age,

insurance, and office visits. The

"after" group was younger, had a

Del Med Jrl
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higher percentage of managed care and a lower

percentage of Medicaid and Medicare, and

made fewer office visits than the "before" group.

Receipt of Preventive Care

Prior to implementation of the PI program, PAP

smears were completed in 65.3 percent of

women, mammograms in 70.3 percent, breast

exams in 44.2 percent, flu shots in 1 9.6 percent,

and tetanus shots in 15.5 percent. As shown in

Figure 2, these percentages increased for all

preventive services after the PI program. The

increase was greatest for PAP smears which

increased by 1 2 percent and tetanus shots which

tripled.

Table 3 shows completion rates for women of

different age, insurance, and frequency of office

visits. Age and insurance had no significant

impact on completion. For PAPs and tetanus

shots, completion rates increased as number of

office visits rose. For mammograms, breast ex-

ams and flu shots, completion rates increased

with an intermediate number of visits but de-

creased again for women with the most visits.

DISCUSSION

This study demonstrates that the PI program
implemented by the FMC has had a positive

impact on preventive care for women. Prior to

implementation of the program, completion rates

were fairly high for PAPs and mammograms but

lower for clinical breast exams, tetanus shots and
flu shots. After the program, these rates im-

proved for all services but especially for PAP

smears and tetanus shots. Rates for mammograms
and PAPs are both now greater than 75 percent

and the rate of tetanus shots is also very high at

45 percent (since tetanus shots are recommended
only once every ten years, one would only expect

about 30 percent to receive them during a

three-year study period).

The PI program was multifaceted, including the

adoption of more valid guidelines, education of

physicians and nurses regarding these guide-

lines, development of a flow sheet to track

receipt of preventive care, and improvement in

office protocols. While it is difficult to determine

which component had the greatest impact, it is

likely that incorporating the nursing staff was

essential. 6
In the course of a patient visit for

medical problems, it is often difficult for

physicians to remember which preventive

services are needed.7 Ffaving nurses check

preventive care needs for each patient and

remind the physician to address these is

likely to have been the main reason for

improved performance.

While the PI program led to a significant

increase in the rate of preventive care for

women, there is still room for further im-

provement. The 37 percent completion rate

for flu shots is still low. However, this could

be due in partto incomplete data since many
receive flu shots outside of their primary care

office. In addition, flu shots are given only

during the two to three month fall season. If

women do not have an office visit during this

period, the opportunity for giving a flu shot

is lost. Additional efforts may be needed to

send flu shot reminders to patients during the

appropriate time interval.8

Figure 2. Completion of Preventive Services for Family

Medicine CenterWomen

ioo

90

Pap Mammo- Breast Flu Shot Tetanus

Smear gram Exam Shot

1993 1996

* p<0.1 by Chi Square test for differences in completion rate between 1993 and

1996
**p<0.001 by Chi Square test for differences in completion rate between 1993 and

1996
** Since tetanus shots are recommended by the USPSTF once every ten years, the

expected rate of completion for the three-year study period is 30 percent
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Table 2. Impact of Patient Variables on Completion of Preventive Care

Pap Mammo- Breast Flu Tetanus
Smear gram Exam Shot Shot

AGE

40-49 70.9% N/A 34.0% N/A 35.0%

50-59 72.1% 69.1% 58.8% N/A 38.2%
60-69 82.1% 72.5% 53.6% 21.7% 31.7%

70-75 N/A 75.0% 52.5% 32.5% 32.5%

INSURANCE **

Medicaid 76.3% 70.8% 48.3% 15.0% 15.5%
Medicare 83.3% 78.9% 60.0% 14.3% 35.0%
Medicare + other insurance 66.7% 75.0% 58.7% 45.0% 30.4%
Managed Care 70.3% 70.0% 42.1% 50.0% 37.4%
Commercial 80.0% 76.2% 46.3% 0% 41.5%
None 50.0% 20.0% 25.0% 0% 37.5%

NUMBER OF VISITS

TO FMC
* ** *

Few (2-5) 64.4% 57.0% 40.0% 30.5% 8.3%
Moderate (6-10) 76.3% 80.5% 58.9% 42.2% 11.9%
Many (11+) 80.0% 68.7% 44.2% 24.2% 27.0%

*p <.01 by Chi Square for difference in completion rate among groups
**p <.05 by Chi Square for difference in completion rate among groups

Implementing patient reminders may have a

positive impact for other preventive services as

well.
9 Our findings showed that women who

made few office visits were the least likely to

receive preventive care. Although the PI program

improved this likelihood, these same women still

had the lowest preventive care rates after the

program. Sending preventive care reminders to

them is likely to increase their contact with the

office and, therefore, increase their opportuni-

ties for preventive care. It may also serve as a

reminder to physicians if pafients come to the

office with the intention of obtaining preventive

care services.

Prior research has uncovered other possible

reasons for incomplete preventive care, such as

patient failure to complete a service which was

recommended by her physician. In a previous

study, we found a gap between physician recom-

mendation and patient completion of all preven-

tive services.3 This gap was most significant for

PAPs which were recommended for 72 percent of

women but completed by only 48 percent. There

were also gaps between recommendations and

completion for mammograms (83 percent versus

68 percent), flu shots (30 percent versus 22

percent) and breast exams (46

percent versus 42 percent).

These findings suggest that in-

complete preventive care is

not always attributable to in-

adequate physician perfor-

mance. In some cases, a

woman may decide against

her physician's recommenda-
tion or may be unable to com-
plete it for logistical reasons.

Additional efforts are needed

that focus on patient educa-

tion, 9 patient reminders to

complete ordered tests, and

reduced copayments for pre-

ventive care services.10

Finally, the findings of this study

support the need for a com-
puterized tracking system for

preventive care. The manual tracking that was

integral to our PI program required a great deal

of time and effort, especially on the part of

nurses. Having a computerized reminder system

would obviate the need for these manual track-

ing efforts and would likely lead to further im-

provements in preventive care. 11-13

There are several possible limitations that must

be considered when interpreting the results of

this study. Most importantly, we do not know for

sure that the preventive care improvements seen

are a direct result of the PI program. We were

able to control for some potential confounding

variables (such as patient age, insurance and

number of office visits) but not all possible con-

founders. For example, improvement could be

the result of new medical education. New resi-

dents may be more prone to provide preventive

care compared to previous residents, especially

if they had more preventive care training in

medical school. Improvement could also be the

result of outside influences, such as higher aware-

ness of preventive care occurring from public

health education. In order to test these possibili-

ties, a randomized trial or a non-equivalent

control design would be required; however, such
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a design was beyond the scope of our study.

Additionally, the study was done in a single

suburban family practice teaching setting in Dela-

ware. The same results may not occur in other

geographic settings, other specialties, or

non-teaching settings.

In conclusion, this study demonstrates that an

office-based performance improvement program

had a positive impact on preventive care for

women. Such programs can be used to improve

the quality of patient care, not only for preventive

services, but for other medical services as well.
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In 1 922, the Visiting Nurse Association was born in Delaware. Since then,

we've expanded our service area, meeting the needs of the people of Delaware

and bordering communities in three other states.

And now, as we move forward into the future with our partners in healthcare, we
are proud to announce that we have become Christiana Care Visiting Nurse

Association.

Our new name reflects a closer working relationship with other parts of the

Christiana Care Health System, as well as our vision to develop relationships

throughout the Region which will help us provide the best home healthcare

services available.

Many things you know about us will not change — our offices throughout the

Region, staffed with local nurses and healthcare professionals, our commitment

to every person, in every town, in every county in the region.

Many things have changed since 1 922. But one thing remains the same...

There's nothing like the healing power of home.

ChristianaC\re
VISITING NURSE ASSOCIATION

1-800-VNA-0001



SPECIAL REPORT

Annual Scientific Session

Summary

E. Wayne Martz, M.D.

This year the Scientific Sessions, held in association with the Annual Meeting, were

heavily weighted with social issues, reflecting the increasing involvement of our

profession in these problems. Although we like to think of medicine as scientific, we
realize from our every day involvement with our patients that there is much more to

managing illness than science. We are part ofourcommunity, and as the social climate

changes the expectations of the public change as well.

As in previous years, I have attempted to summarize and report on the presentations

of the speakers. These summaries may not be completely clear or accurate, but I do

send them to the speakers in advance of publication to give them a chance to correct

any misquotes or gross errors. My report of Dr. Terry's remarks was completely

rewritten by him. I hope those who were unable to attend will find the following

information helpful.

UNUSUAL MANIFESTATIONS OF CHILD ABUSE
Cindy W. Christian, M.D.

University of Pennsylvania School of Medicine

Cindy Christian, MD, Director of Child Abuse

Services at Children's Hospital of Philadelphia is

a sprightly, spirited and entertaining speaker.

She captivated her audience from the very begin-

ning and presented her theme logically, simply,

and in a straightforward manner. Essentially, she

told us how to diagnose child abuse injuries and

differentiate them from similar injuries; gave

examples of some pitfalls, and told us what we
must do if we encounter it.

Dr. Christian opened her presentation with a

quote from Goethe, "We see what we look for,

and we look for what we know." In other words.

E. Wayne Martz, M.D. is the Editor Emeritus for the Delaware

MedicalJournal.

it takes a high index of suspicion, and you never

make a diagnosis you don't think of. She cited a

number of features which should arouse suspi-

cion. Taken as a group they are diagnostic. First

are "Magical injuries" which everyone disclaims

any knowledge of how they occurred. Second, a

history incompatible with the injury such as a

severe head injury allegedly from rolling off the

bed. Third, a story that changes over time.

Fourth, delay in seeking care. Fifth, development

of the infant incompatible with the injury such as

injury from running in a child not old enough to

walk or swallowing something in an infant not

old enough to find its mouth. Sixth, certain

injuries that are pathognomonic such as scald-

ing burn patterns. Finally, there was a seventh

feature which she did not number but is crucial

Del Med Jrl, January 1998, Vol 70 No 1 19



Special Report

and usually found: repeated injuries over time.

This last feature can be helpful, for example, in

the difficult differentiation of Sud-

den Infant Death Syndrome
(SIDS) from intentional suffoca-

tion. Both have a negative au-

topsy, but SIDS is sudden and

unexpected in a previously

healthy infant under six to twelve

months of age. The suffocated

child, on the other hand, is often

over six months of age with a

history of previous emergency

room visits. Sometimes there is a

history of the unexplained death

of a sibling as well.

Frequent culprits in child abuse are the father's

or mother's live-in partner, especially a mother's

live-in boyfriend. This boyfriend is not the natu-

ral father and does not have the restraint or self

control to keep his hands off the infant (who is

interfering with his agenda). Ftowever, in actu-

ality it can be either gender and literally anyone

who has regular contact with the infant.

Dr. Christian went on to discuss sexual aspects of

abuse, starting with a review of normal prepu-

bertal female anatomy. One ex-

ample was a child who presented

with nephrotic syndrome which

turned out to be due to syphilis

acquired through sexual abuse,

a clear cut medical problem but

the outcome of abusive behav-

ior. Another example was a two

year old with sexualized behav-

ior,, which is usually an indica-

tion of a child repeating behav-

ior learned as a victim. This pa-

tient turned out to have a rare

syndrome (Kluver-Bucy) due to a

brain tumor in the optic chiasm.

There was no abuse.

The law requires all health care personnel, but

explicitly physicians, to report suspected child

abuse. Legal immunity is granted against the

invariably angry adults involved, and there are

severe penalties for failure to report suspicions.

A suspicion is really any case you can't figure

out.

MOLECULAR BIOLOGY AND CANCER CARE
Edison Tak-Bun Liu, M.D.

Director of Clinical Sciences - National Cancer Institute

Dr. Liu, brilliant and articulate, predicts that

molecular biology is leading us to the next major

series of advances in the understanding, diag-

nosis and treatment of many human ills, but

specifically cancer. He had something for every-

one, making many difficult scientific concepts

seem simple, yet at the same time challenging

even the most erudite and academic. He started

with what he called "Molecular Biology 101 in

three minutes" and progressed rapidly to 102

and 201 and beyond. He likened DNA to a

linear language, a sentence that runs on and on,

with a methionine at the beginning and a stop

sequence at the end. It is made up of only four

amino acids, A,T,C and G, combined and re-

combined in a multitude of ways in groups of

threes called codons. These run-on sentences

form the template for RNA formation, which in

turn defines a chromosome and thus a protein

which is life itself. Errors can and do occur in the

sequencing of these amino acids and their codons

such as by translocation or inversion or amplifi-

cation, some of which occur only in cancer. He

gave as an example CAT ATE RAT makes sense

and is normal. RAT ATE CAT is at least worthy of

headlines, while CAR ATE RAT clearly is malig-

nant. He introduced the oncogene concept as

changes in the genetic material of a cell which

switches the normal protein into a cancer pro-

tein. These oncogenes can have many uses such

as identifying targets for diagnosis or treatment.
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One oncogene involved in breast cancer is

designated HER-2/Neu, an overexpression of

this identifies the "25 percent

destined to do poorly." In any

random cohort of patients un-

dergoing chemotherapy with

toxic agents, some will have

HER-2, and these will do poorly

unless therapy is pushed to sig-

nificant levels. The others, on

the contrary, may not need the

high doses. By separating out

the HER-2 group for more inten-

sive treatment, the survival of

the whole cohort is improved.

The HER-2 group can be identi-

fied from the paraffin tissue blocks in the lab,

much the same as identifying estrogen receptor

status for deciding whetherto treat with Tamoxifen

or not. Though these results require confirma-

tion, the ramifications are great and represent an

example of the importance of molecule profiling

in treatment planning.

In acute promyelocytic leukemia, by adding to

the regular chemotherapy a retinoic acid analog

(ATRA) (all trans-retinoic acid), survival has been

improved from 40 percent to 70 percent. The

mechanism of action is direct targeting to an

abnormal retinoic acid receptor present in only

APL cells. He spoke of a pseudomonas endot-

oxin, and also of radioactive materials to create

"flags" on the cells to attract the toxic agents.

At the end of his presentation Dr. Liu became
more philosophic, indicating that cancer cells,

lacking the defense mechanisms of normal cells,

are really weaker and more easily killed. This is

the hope of everyone, an agent that can seek

them out wherever they may be in the body, and
kill them but spare the normal cells. Originally all

we had in our battle against

cancer was surgery. Then we
developed radiation, followed

by chemotherapy. More recently

potent antiemetics have made
feasible the use of higher doses

of chemotherapy, pushing the

doses to the curative range. Mo-
lecular biology will provide the

next echelon of care.

In answer to a question after his

talk Dr. Liu indicated that the

majority of cancer is not heri-

table. Moreover, in his view it would be inappro-

priate to put such a burden of guilt on cancer

patients in addition to the stresses they are

already bearing.

Handouts available at the Scientific Sessions

included one on the Clinical Studies Support

Center (CSSC) with information on how to enroll

a patient in a cancer protocol. Referral must be

by a physician caring for the patient. Detailed

information will be requested to determine which

(if any) protocols the patient might be suitable

for. The patient will have to make at least one trip

to Bethesda for direct evaluation. The toll free

telephone number to call is 1-888-624-1937.

There was another handout specifically for a

Phase I trial of recombinant immunotoxin erb-38

which is for patients with advanced stage solid

tumors who have failed standard treatment. Tele-

phone calls for thatshould go to Lee H. Pai, M.D.

who can be reached at 1-301-402-9458.

ACUPUNCTURE, ACUPRESSURE, AND INTRAMUSCULAR STIMULATION
Charles M. Terry, M.D.

Chief Resident PM&R - Hospital of University of Pennsylvania

Dr Terry's interest in alternative systems of medi-

cal care stems from his unique perspective as a

practitioner of the martial arts for more than

twenty years. For the last ten years, his training

has focused on the use of acupressure points in

self-defense. This has naturally stimulated curi-
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osity about the healing aspects of these points.

Over the last few years, he has had exposure to

both acupuncture and intramuscular stimula-

tion. He reported primarily on acupuncture,

acupressure and intramuscular stimulation. Be-

cause he is not certified in these disciplines, he is

able to present an objective viewpoint.

Dr. Terry reported that billions of dollars are

spent each year on complementary systems of

medical care which may actually surpass the

amount spent on hospital care. As many as a

third of people seeking care from MD/DOs re-

port having received some alternative type of

medical care within the previous year. He pre-

sented a series of patient testimonials and anec-

dotal reports, largely in the categories of back

pain, anxiety, and other pain syndromes. The

recommendation was made that patients should

see a medical physician first to rule out any

pathology that would necessitate medical inter-

vention. Complementary treatments were largely

aimed at relieving symptoms and treating the

patient as a whole instead of focusing solely on

the chief complaint.

In terms of the theory of acupuncture and how it

works, Dr. Terry first touched on traditional

acupuncture theory and philosophy and then

discussed possible physiologic explanations for

the effects of acupuncture. According to acu-

puncture theory, there are twelve paired merid-

ians and two additional meridians in the body

through which energy flows (known as "Chi" in

traditional Chinese medicine). For good health,

it is necessary to have balanced energy flow

throught these meridians. In a diseased state

there is an imbalance of energy along one or

more meridians. Each of the twelve paired

meridians is associated with one of the five

elements of acupuncture: fire, earth, metal, wa-

ter, and wood. There are several interrelation-

ships among the meridians and the elements that

an acupuncturist takes into account when decid-

ing which points to stimulate. Points can be

stimulated with a needle alone, or in conjunction

with heat or electrical current. Points may also

be stimulated with touch (acupressure).

There are several possible physiologic explana-

tions for the effects of acupuncture. Studies have

shown that stimulating the skin can have an

effect on the internal organs and on other parts

of the body (cutaneouvisceral reflex). It has also

been noted that disease of an interal organ can

produce changes in some part of the skin: e.g.

pain, tenderness, hyperaesthesia or hypoaethesia

(viscero-cutaneous reflex). These reflexes have

been found to work with or without an intact

spinal cord. Transection of the sympathetic

chain abolishes the viscero-cutaneous reflex

(Mann, Felix, Acupuncture, The Ancient Chinese

Art of Heoling and How it Works Scientifically.)

Viscero-motor and Viscero-viscero reflexes have

been demonstrated, though require an intact

spinal cord. Cross-circulation animal experi-

ments have suggested that there is a hemato-

logical component that may contribute to the

effects of acupuncture such as the release of

endogenous endorphins.

Acupressure uses the same meridians and points

as acupuncture without the use of needles.

Acupressure is used to treat a myriad of common
ailments and can be self-administered. Dr. Terry

showed points which can be used for the relief of

headaches, nausea, and neck pain.

Intramuscular Stimulation (IMS) uses acupunc-

ture-like needles to irritate the neuromuscular

junction and induce a "twitch" response. After

the twitch response there is a relaxation of the

muscle fibers and subsequent improvement in

pain. This technique was pioneered by Dr. C.

Gunn in the 1970s and has been found to be

particularly useful for the relief of chronic pain.

Dr. J. Chu noted that some patients felt relief of

myofascial pain symptoms following EMG evalu-

ation. These effects seemed to be related to the

achievement of evoked potentials including min-

iature endplate spikes, endplate potentials and/

orfasciculations, myokymia and twitch responses.

These procedures are believed to be relatively

safe. The needles used today are sterile and

disposable. Some contraindications to the use

of needling techniques include cutaneous infec-
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tions and dermatologic cancers. Caution must

be used with patients on anticoagulants and

pregnant women.

Alternative or complementary medicine is uti-

lized by a significant portion of today's patients.

Many of these patients do not relay this practice

to their primary physician. Knowledge about

complementary medicine can foster an open
communication with patients. It is important for

traditional physicians to be aware of promising

complementary clinical approaches.

Reported by E. Wayne Martz, M.D.

Rewritten by Charles Terry, M.D.

IS MANAGED CARE GOOD FOR YOUR HEALTH?
Victor F. Greco, M.D.

Immediate Past President - Pennsylvania Medical Society

Dr. Victor Greco is a very forceful speaker! His

talk before our lunch time crowd of physicians

and their spouses was certainly not a discussion,

and probably not a presentation. It was more

like an exhortation, saying in very strong words

what I shall paraphrase as "Now is the time for

all good doctors to come to the aid of their

profession."

Managed Care is unequivocally

a failure. It has not produced the

cost reduction it was intended to

create. Certainly from the point

of view of patient satisfaction the

quality of care and the amount
of care rendered have both

slipped. The doctors have been

prevented from providing the

care they know is best, but still it

loses money. It is rationed care,

not managed care.

Dr. Greco strongly advocates a direct personal

relationship between doctors and their patients.

Of course it was the lack of this that got us into

trouble in the frst place, with both doctors and

patients dealing through insurance carriers

so we agree with that proposal enthusiastically.

We need to be our patients' advocates; their

champions.

Finally, he says, we need to become politically

active. It is imperative and basic that you must be

registered to vote, vote on Election Day, and

make contributions to the candidate of your

choice and, if possible, hold fund-raising affairs

for your candidate. These ac-

tivities will give you a direct line

to the candidate when he or she

is elected. In addition to this,

you must be willing to write notes,

letters or make phone calls to

your Senators and Representa-

tives in Dover and Washington.

That alone can accomplish

miracles, if you do the above.

Right now we are pushing to

have ERISA changed. As things

stand, managed care compa-
nies can deny tests, studies and

treatments with impunity. They cannot be held

responsible for the results of their actions, but we
physicians can and are being held responsible.

Neither we nor our patients can sue to recover

damages if injured by their decisions. That is not

fair and needs to be changed! Contact your

Congressman and Legislator!
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BOOK REVIEW

Accidental Falls, Their Causes and Their Injuries

Alvin S. Hyde, PhD, MD
Published by HAI, P.O.Box 490034, Key Biscayne, FL 33149

ISBNO 9637057-1-7

E. Wayne Martz, M.D.

As an accompaniment of our aging population,

accidental falls and the resulting injuries have

become a significant public health problem in

the United States. Alvin S. Hyde, an emergency

physician in northern Virginia has written a book,

one of very few, trying to define the problem. The

book is carefully and extensively researched,

giving detailed statistics on frequency, costs, age

groups, types of falls, complications, mortality,

and biomedical, neurologic and environmental

factors involved. For example, a fall with femoral

fracture in an elderly woman carries about the

same mortality and length of survival as a breast

cancer at the same age. Tell that to your os-

teoporotic patient who refuses estrogens out of

fear of breast cancer.

Descriptions by elderly patients of how they fell

are notoriously unreliable. Better by far is any

statement by an observer. Often the patient falls

E. Wayne Martz, M.D. is the Editor Emeritus of the Delaware
Medical Journal.

a second time in her efforts to get up from the first

fall, but has no recollection of it. It is important

because the type of fall tells something of the

cause, the type and extent of injuries and prob-

ability of recurrence. Dr. Hyde points out that

tripping is much more dangerous than crum-

pling. The linear velocity of the head striking the

ground from a height of 5 feet 2 inches is

comparable to running into a stone wall running

full tilt. No wonder skull fractures are not uncom-

mon. And we are talking about same level falls.

Things are worse if the fall is down any steps.

The book is well written, reads easily and held my

interest for all 25 1 pages. It does not have much

to say about types of fractures, and has nothing

on management. The author, after all, is an

emergency physician, not an orthopedist. How-

ever physicians of all specialties (except possibly

pediatrics) should find it interesting and relevant

to their practices. The chapters on avoidance of

falls may help you advise your elderly patients in

ways that could be life saving.
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PROCEEDINGS - PART I

Proceedings of the Medical Society of Delaware

House of Delegates, 1997

Part I

The remainder of the reports considered at the House of Delegates

meeting will be published in the February 1998 issue of the

Delaware Medical Journal.

The complete report of the Proceedings of the 1997 House of

Delegates is on file at the Medical Society office and is

The 208th Annual Meeting of

the House of Delegates of the

Medical Society of Delaware was
called to order at the Delaware

Academy of Medicine Building,

Wilmington, Delaware, on Fri-

day, November21, 1997, at 1 :30

p.m. by Paul E. Howard, M.D.,

President, Medical Society of

Delaware.

A quorum was declared.

A motion was made, seconded,

and approved to adopt the Pro-

ceedings of the 1996 session.

The session included remarks

by Herman I. Abromowitz, M.D.,

a member of the Board of Trust-

ees of the American Medical

Society; recognition of otherspe-

cial guests and past presidents

of the Medical Society of Dela-

ware who were present; reports

available to members.

of the Reference Committees;

Dr. Howard’s address as Presi-

dent of the Medical Society of

Delaware; and the report of the

Nominating Committee.

Doctor Howard called upon
Roger B. Thomas, Jr., M.D.,

Speaker of the House of Del-

egates, to preside during the

reports of the Reference Com-
mittees.

REPORTS OF THE
OFFICERS

REPORT OF THE
PRESIDENT

As this is my last communique
to you, I feel an overriding need

to tell you that it has been a

tremendous honor for me to have

been granted the opportunity to

represent you in this office. I

should tell you, also, that it has

been fun - even when meetings

or deadlines fell at inopportune

times. Every physician knows
how physically demanding our

work can be; and, there have

most definitely been times when
fatigue “set-in.” In looking over

my appointment book, I note

about 60 dates with meetings

involving Medical Society of

Delaware business. These in-

cluded regularly scheduled and

“pm” meetings with Society staff,

Board ofTrustees meetings, and

Executive Committee meetings.

These comprised the bulk of the

meeting time; and it is, of course,

at such meetings that Society

policies are discussed, formu-

lated, and implemented. They

also included Legislative Initia-

tive Committee and Personnel
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1 997 President, Paul E. Howard, M.D.

mJ

Committee meetings, as well as

meetings of Society Past-Presi-

dents and Chairs of the Society’s

various committees.

The practice of regular meet-

ings with major insurance carri-

ers was continued. This initia-

tive was, in fact, expanded - we
increased the number of such

meetings. I probably don’t need

to tell you that these meetings

can be somewhat tense; but,

they are not exclusively so. In-

deed, I have often been sur-

prised with the degree of appar-

ent acceptance of physicians’

perspectives achieved with the

representatives of and execu-

tives of these carriers, which

have included Blue Cross Blue

Shield, Principal Health Care,

and Aetna U.S. Healthcare. You
should be proud of the manner
in which your Society’s execu-

tive staff and officers have rep-

resented you over the years at

such encounters. I can assure

you that these encounters are

usually quite lively; they are, if

nothing else, a critical venue for

“drawing the battle lines.” My
view is that these encounters

often offer opportunities for

reaching true consen-

suses on many impor-

tant issues. The inclu-

sion of a major pur-

chaser (in this case, the

DuPont Company) of

health insurance into

such encounters cer-

tainly introduces an im-

portant third perspective

and a degree ofaccount-

ability which might oth-

erwise be absent; I be-

lieve that we should ex-

ercise our influence, to

the degree that we can,

to expand such inclusions —
perhaps via Med-Net negotia-

tions.

Also continued was the tradition

of meetings with the Editorial

Board of The News Journal
,

Chamber of Commerce repre-

sentatives, and government rep-

resentatives including state leg-

islators, the Secretary of Health

and Human Resources, the Gov-

ernorof Delaware, and our Sena-

tors and Representatives in

Washington, DC The impor-

tance of these meetings is self-

evident.

I was also allowed to, with in-

tense pride, represent you at the

State Medical Society annual

meetings in New Jersey and

Maryland, as well as AMA meet-

ings in Atlanta, Chicago, and

Washington, DC

There is, obviously, a great deal

of unavoidable travel time in-

volved in taking part in the above

events. This is particularly true

for our “down-state” members,

such as me. Yet, it is imperative

that we “down-staters” remain

actively engaged in Society busi-

ness. Therefore, the Society

must give due consideration to

means by which this participa-

tion may be facilitated. This

might include conducting more
meetings at locations “south-of-

the-canal.” Perhaps teleconfer-

encing will prove to be a great

aid in this regard. In any case,

the possibilities must be ex-

plored. This and other weighty

issues will be considered by the

ad hoc committee recently es-

tablished to update our Society’s

strategic plan. The names of the

members of this committee are

readily available to you, and I

encourage you to contact mem-
bers with your opinions regard-

ing the Society’s long-term needs

and goals. The committee will

be chaired by your incoming

President-Elect, Martin G.

Begley, M.D., who was largely

responsible for bringing the need

for this update of our strategic

plan “to-the-table.” I wish to

publicly thank him for this and

for the support that he has of-

fered in various ways through-

out the year; this has included

attending meetings with me or

on my (your) behalf when cir-

cumstances conspired to make
my attendance impossible. Such

is also very true of our incoming

President, Stephen S. Grubbs,

M.D., who assisted me greatly

by continuing in his tradition of

active participation in Society

activities.

While I am giving thanks it would

be blatantly loutish of me to ne-

glect to acknowledge the ongo-

ing efforts of our Society’s ex-

emplary staff. Every member
is, to my reckoning, competent

and unwaveringly committed to

his or her work. Together they
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represent a resource of immea-

surable value. Our Executive

Director, Mark A. Meister, Sr.,

has been of notable assistance.

I know that I am not the first to

say this, but, “I don’t know how I

could have done it without him.”

His capabilities, energy, and

dedication are, by now, storied.

He somehow managed to keep

me on-task (at least most of the

time). For this and many other

things I wish to thank him.

I should also thank E. Wayne
Martz, M.D. and the staff re-

sponsible for producing the Medi-

cal Society Journal. They have

demonstrated saintly patience

towards me with regards to pub-

lishing deadlines.

Finally, may I thank all of the

Chairs of Society committees,

committee members, and Soci-

ety Officers and Trustees. They

all have donated their time and

energies to our benefits, because

they recognize the importance

of focusing one’s efforts, to the

degree possible, to influence

future events. They are opti-

mists. They all realize that there

are gains that can be recognized

or appreciated at later dates if

one is willing to make the invest-

ments required. These objec-

tives may be somewhat obscure

at times; the optimist doesn’t

allow vagueness to become an

obstacle to “making an attempt.”

I, for one, intend to continue to

actively participate energetically

at appropriate levels and through

appropriate channels to forward

the causes of my profession and

my patients. To my way of think-

ing this, unavoidably, means par-

ticipating in the efforts of the

Medical Society of Delaware.

There are, to be certain, indi-

vidual slants to any view of any

situation. However, any physi-

cian who believes that he or she

can “stand-alone” is living in a

nostalgic dream-world. Please

understand that I do not intend

herein to pass judgment upon

our present state-of-affairs, as

compared to “the way it used to

be”; I am merely stating the ob-

vious— that “things are not the

way they used to be.” Participa-

tion in Medical Society activities

is in no longer the pleasantry

that it once was, when the main

objectives were promotion of

collegiality and fostering of pro-

fessionalism. The fact is that we
need our Society to be an ener-

getic, vibrant, focused, influen-

tial entity if we are to have any

hope of determining our desti-

nies. None of us can do this on

our own. If you think that you

can, I am here to tell you that you

are sadly mistaken. Further-

more, I am here to tell you that

you are sadly misguided if you

think that physicians need not

be concerned about untoward

influences from all corners. I

have lived my life on the prin-

ciples involved in “bridge-build-

ing” and consensus formation.

Yet, there are times in such pro-

cesses when the compromises

requested are unreasonable. In

the context of health care policy

this translates to saying thatthere

will be times when physicians

will be asked to approve or vali-

date actions which will, unnec-

essarily, negatively impact upon

patient care. I do not believe

that any of us are so naive as not

to recognize this. I further be-

lieve that a decision to ignore

(for political, financial, or other

reasons) this obvious potential

for conflict of interest is, in es-

sence, a dereliction of duty. This

can be avoided through inde-

pendent physician provider or-

ganizations. If this is sounding

like a broken record, then I say,

“thank goodness someone has

been listening!” I usually take

pride in using words sparingly

and in not stating the obvious

and in not repeating myself.

However, the principle involved

here is far too important to be

concerned about such personal

objectives. I don’t care if you

think I am the “biggest windbag

ever to strut his stuff.” If the

message has reached you, it is

worth the personal loss of pride.

I believe that the opportunity

afforded to you and me through

initiatives such as Med-Net is

the greatest that physicians have

had in at least a generation to

chart the direction of health care

policy in our communities and

nation. If we do not avail our-

selves of this opportunity, we
will have none other than our-

selves to blame. The develop-

ment of two large provider orga-

nizations to-date is encourag-

ing; however, the fact that phy-

sician communities haven’t been

“beating the door down” to avail

themselves of this opportunity

reminds me of a quote by George

Robinson Ragsdale — “Lord

give me patience ... and hurry!”

I will close by reiterating that it

has been an extreme honor and

pleasure to serve you in this

capacity. One of the greatest

pleasures has been the opportu-

nity to address issues which I

believe we should be discuss-

ing. I am not sure, looking back,

that I always stated my opinions

quite as well as they could have
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been stated. On the other hand,

sometimes the message is not

so important as the opening of

dialog. I will be continuing such

dialog, with those who wish to

converse, both face-to-face and

via the Internet.

Paul E. Howard, M.D.

President

The report was filed with ap-

preciation to Dr. Howard for

the excellentwork he has done
as our president over the past

year and with the recommen-
dation that the Medical Soci-

ety of Delaware look into the

possibility of teleconferenc-

ing as a valuable addition to

the Society’s programs.

PRESIDENT-ELECT’S
REPORT

1997 has been a challenging,

successful and rewarding year

for your President-Elect. I have

had the pleasure of participating

in projects within the Society, as

well as representing the Society

at the functions within Delaware

and out of state.

Extramural activities have in-

cluded representing the Society

at the following functions:

• Delaware Department of

Health and Human Services

Resolution 94 Task Force.

This group of health care in-

terested parties provided in-

formation to Secretary

Nazario to allow her to gener-

ate a report to the Delaware

legislators concerning regu-

lation of the HMO industry.

• Medical Society of New Jer-

sey Annual Meeting.

• Delaware Health Care Com-
mission Cost Shift Commit-

tee. Testimony was given

demonstrating that physicians

do not and cannot “cost shift”

in the era of fee schedules.

• Delaware Cancer Control

Task Force Summit for Can-

cer Care in the Managed Care

Environment.

• Health insurance company
meetings including regular

meetings with DuPont and

Aetna/US Healthcare, as well

as Blue Cross Blue Shield of

Delaware.

Intramural activities have in-

cluded regular participation on

the Board of Trustees’ Execu-

tive Committee, Budget Com-
mittee, Bylaws Committee, Per-

sonnel Committee and Nomi-

nating Committee. I had the

pleasure of assisting Doctors

Michael Katz and David Grubbs

draft the Bylaws for the Young
Physicians Section. The By-

laws were approved by the Board

of Trustees, and the section has

been successfully activated un-

der the leadership of Doctor

Katz.

I have also participated in the

activities of the Building Com-
mittee that has led to agreement

with the Delaware Academy of

Medicine to expand and reno-

vate the Society’s office space

in the Academy. The new space

will allow for the expansion of

the Society’s activities over the

next five years. The coopera-

tion of the Delaware Academy

of Medicine leadership, includ-

ing Doctors Leslie Whitney, An-

thony Cucuzzella and Ted
Kestner, has been appreciated

in continuing the ongoing rela-

tionship of ourtwo organizations.

Finally, a considerable amount
of my time has been spent on

activities of subsidiaries. Medi-

cal Society of Delaware Insur-

ance Services, Inc. has again

had a most successful year un-

der the guidance of Doctors Tho-

mas Maxwell and William

Duncan. Med-Net has been a

majorprojectduringthelastyear.

My activities have included nu-

merous educational meetings

with physicians throughout the

state, marketing with purchas-

ers of health care and interact-

ing with our project partners in

the Pennsylvania Medical Soci-

ety. These efforts have resulted

in the formation of two indepen-

dent physician organizations. I

would like to commend the lead-

ership of Doctor Michael Brad-

ley and the tireless efforts of Mr.

James Wilton for the success of

this subsidiary.

This year as President-Elect

would not have been successful

without the support and guid-

ance of President Paul Howard
and Vice President Martin

Begley, as well as the extraordi-

nary support of Executive Direc-

tor Mark Meister, Associate Ex-

ecutive Director Beverly

Dieffenbach and staff.

Stephen S. Grubbs, M.D.

President-Elect

The report was filed.
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REPORT OF THE VICE
PRESIDENT

During the past year your Vice

President represented the mem-
bers of the Medical Society of

Delaware (MSD) at the follow-

ing conferences: Mark Meister

and I attended the AMA National

Leadership Conference in Phila-

delphia in March of 1997; and,

with our President, Paul Howard,

M.D., and Mark Meister I also

attended the AMPAC Grass

Roots Conference in Washing-

ton, DC during September. Dur-

ing this latter conference we met

with our Congressman, Michael

Castle, and his staff and the

staffs of Senators Roth and

Biden to present the concerns of

the Medical Society of Delaware

on Medicare, managed care

regulation and the tobacco settle-

ment. We also discussed the

concerns all physicians have

about the new Justice Depart-

ment effort to contain Medicare

and Medicaid fraud. Specifi-

cally, we applauded the spirit of

the Justice Department effort in

this area, but emphasized the

need for HCFA to have clear

guidelines for coding and rea-

sonable review procedureswhen
there is dispute. From all with

whom we met, we received an

understanding hearing.

The most important effort I have

made over the past year is to-

wards development of the Stra-

tegic Planning Initiative. MSD
developed a strategic plan dur-

ing 1991. This was an excellent

undertaking that brought many
improvements to our Society in

management, services and sav-

ings for the members. Over the

past six years, there have been

considerable changes in the area

of health care. Now there is a

new and urgent need to develop

another strategic plan and a

mechanism to update that plan

on a periodic basis. A commit-

tee that will be representative of

the various constituencies of the

whole Society (primary and spe-

cialist physicians, international

graduates, established and new
physicians, etc.) is in formation.

The Board of Trustees has ap-

proved the engagement of a fa-

cilitator who has worked with

large for-profit corporations and

not-for-profit groups and societ-

ies for this purpose. A poll to

canvas the opinions and con-

cerns of the whole membership

is being prepared and a retreat

is being planned for February

1998 to develop this plan.

Finally, I have many for whom I

am very grateful. First, I wish to

thank the members of the MSD
for granting me the honor of

serving as their Vice President.

I also thank Mark Meister,

Beverly Dieffenbach and the

other excellent staff members
of the Society for their help and

my fellow officers for their sup-

port, counsel and camaraderie

this past year.

Martin G. Begley, M.D.

Vice President

The report was filed.

REPORT OF THE
SECRETARY

The Society’s Board of Trustees

has held ten meetings during

the past year. All business trans-

acted by the Society has been

recorded in the minutes as pre-

sented by the Secretary. The
Medical Society’s committees

and subsidiary organizations

have also held numerous meet-

ings throughout the year, and

minutes are on file in the office

of the Society.

A comparison of the Society’s

membership in 1997 and 1996

follows. The increase in mem-
bership from 1 996 to 1 997 mem-
bership is largely the result of

the addition of new members
from the duPont Hospital for Chil-

dren as a result of the unified

membership plan negotiated by

the AMA.

1997 MEMBERSHIP*

Kent County Members
Dues-Paying: 112

Dues-Exempt: 22

Affiliates: 3

Total: 137

New Castle Countv Members
Dues-Paying: 838

Dues-Exempt: 197

Affiliates: 84

Total: 1,119

Sussex Countv Members
Dues-Paying: 153

Dues-Exempt: 34

Affiliates: 4

Total: 191

Totals

Total Dues-Paying: 1103

Total Dues-Exempt: 253

Total Affiliates: 91

Total Membership: 1,447

*As of 11/6/97. Figures do not

include 20 pending applications.
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1996 MEMBERSHIP*t*

Kent Countv Members
Dues-Paying: 103

Dues-Exempt: 21

Affiliates: 2

Total: 126

New Castle Countv Members
Dues-Paying: 736

Dues-Exempt: 189

Affiliates: 94

Total: 1,019

Sussex Countv Members
Dues-Paying: 145

Dues-Exempt: 36

Affiliates: 4

Total: 185

Totals

Total Dues-Paying: 981

Total Dues-Exempt: 245

Total Affiliates: 100

Total Membership: 1,330

**As of 10/31/96. Figures did not

include 27 pending applications.

A complete report of the Pro-

ceedings of the 1997 House of

Delegates will appear in the

January 1 998 and February 1 998

issues of the Delaware Medical

Journal. The report will also be

on file in the office of the State

Medical Society.

Joseph F. Rubacky III, D.O.

Secretary

The report was filed.

TREASURER’S REPORT

The financial statement accom-

panying this report reflects the

first nine months of activity for

the 1997 fiscal year. After nine

months of operation, it appears

that the fiscal year of 1997 will

be very close to initial budget

projections. The following bud-

get line items are worthy of spe-

cial note:

REVENUE

• Membership revenue is

slightly over budget as a re-

sult of the additional mem-
bers from the duPont Hospi-

tal for Children, who were

added during the year fol-

lowing a unified membership

arrangement negotiated by

the AMA.

• The services revenue line

item is over budget as addi-

tional administrative support

revenues were received from

PHICO consistent with the

Society’s endorsement
agreement with PHICO.

• Advertising revenue for the

Delaware Medical Journal is

sufficient that the Journal is

self-sustaining at this time.

BANKING, INVESTMENT AND FUND
ACCOUNT BALANCES AS OF
SEPTEMBER 30, 1997

CASH
Cash in Bank $4,827.82

Petty Cash 219.66

TOTAL CASH $5,047.48

SHORT TERM INVESTMENTS
LPL Money Market Fund $4,327.36

RBC Money Market Fund 158,133.10

Gen Fund DE Med Journal 18,322.20

TOTAL SHORT TERM INVESTMENTS $180,782.66

LONG TERM INVESTMENTS
Growth Fund - Portfolio $74,284.59

Growth Fund - Building 276,503.75

Growth Fund - Benevolence 41,269.22

Growth Fund - Med Benefits 20,634.61

TOTAL LONG TERM INVESTMENTS $412,692.16

TOTAL CASH AND INVESTMENTS $598,522.30
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EXPENSES

• Equipment costs are higher

than budgeted due to im-

provements in computer
hardware and software that

needed to be made.

• Other support costs slightly

over budget include Board/

Committee Meetings, Pub-

lic Relations, Office Supplies

and Non-Accredited CME -

all of which reflect higher

levels of activity by the mem-
bership during 1997.

Many thanks and appreciation

go to all the staff, especially Mr.

Mark Meister, for their help in

daily operations, as well as com-
pilation of the figures and data

that were necessary during the

year. I would also like to wel-

come Mr. Martins Onos, our new
Director of Finance, who has

already made an impact in his

few short months with us.

Garth A. Koniver, M.D., FACR
Treasurer

The report was filed with ac-

companying documents (1997

Treasurer’s Report as of Sep-
tember 30, 1997; Independent

Auditors’ Report and Medical

Society of Delaware and Sub-
sidiary Consolidating Balance
Sheet, December 31, 1996)
with special commendation to

Dr. Koniver for his outstand-

ing services as Treasurer to

our Society.

1997 Treasurer's Report As of November 30, 1997

ALL PROGRAM % OF
REVENUE BUDGET ACTUAL BUDGET

MEMBERSHIP 317,232.00 320,377.85 100.99%

SERVICES 85,018.00 94,896.21 111.62%

INTEREST/DIVIDENDS 188,490.00 176,926.23 93.87%

CONTRIBUTION/GRANT 0.00 8,160.00 -

ADVERTISING 66,000.00 64,205.00 97.28%

SUBSCRIPTIONS 5,930.00 2,105.00 35.50%

CONTINUING MEDICAL EDUCA 54,220.00 59,113.25 109.02%

ANNUAL MEETING 55,000.00 48,242.00 87.71%

FUND TRANSFER 20,000.00 20,651.08 103.26%

ROSTER 11,466.00 15,139.00

TOTAL REVENUE 803,356.00 809,815.62 100.80%

EXPENSES

PERSONNEL 382,703.00 333,806.07 87.22%

BOARD/COMMITTEES 19,489.00 18,660.03 95.75%

INSURANCE 5,675.00 0.00 0.00%

PRESIDENTS HONORARIUM 25,000.00 22,916.63 91.67%

MEDICAL DIRECTOR 25,000.00 22,916.63 91.67%

LEGAL COUNSEL 22,357.00 12,440.26 55.64%

ACCOUNTING/AUDIT 6,425.00 2,700.00 42.02%

CONSULTANT 0.00 0.00 0.00

PUBLIC RELATIONS 37,252.00 35,409.35 95.05%

OFFICE SPACE 20,256.00 18,568.00 91.67%

OFFICE SUPPLIES 4,737.00 5,522.61 116.58%

TELEPHONE 8,900.00 7,170.09 80.56%

POSTAGE 23,408.00 21,562.06 92.11%

PRINTING 66,148.00 51,400.92 77.71%

PHOTOCOPY 6,408.00 2,228.55 34.78%

EQUIPMENT 9,408.00 16,394.03 174.26%

ACCREDITED SERIES CME 9,300.00 5,787.16 62.23%

NON ACCREDITED CME 16,225.00 20,074.39 123.73%

ANNUAL MEETING 50,375.00 4,639.85 9.21%

TRAVEL 30,415.00 25,628.94 84.26%

NEWSLETTER 4,750.00 4,100.00 86.32%

DUES/CONTRIBUTIONS 4,560.00 5,712.50 125.27%

SUBSCRIPTIONS 600.00 974.47 162.41%

AUXILIARY 3,500.00 3,845.00 109.86%

DMJ DUES EXEMPT 3,250.00 3,160.00 97.23%

BENEVOLENT FUND 924.00 0.00 0.00%

ROSTER 2,083.00 0.00 -

COMPUTER PURCHASE 0.00 13,041.93 -

MISCELLANEOUS 750.00 1,221.59 162.88%

TOTAL EXPENSES 789,898.00 659,881.06 83.54%

SURPLUS (DEFICIT) 13,458.00 149,934.56
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CERTIFIED PUBLIC ACCOUNTANTS
& MANAGEMENT CONSULTANTS

Independent Auditors' Report

Board of Directors
Medical Society of Delaware & Subsidiaries
Wilmington, Delaware

We have audited the accompanying statement of financial
position of the Medical Society of Delaware & Subsidiaries (a not-
for-profit organization) as of December 31, 1996, and the related
consolidated statement of activities, and cash flows for the year
then ended. These financial statements are the responsibility of
the Society's management. Our responsibility is to express an
opinion on these financial statements based on our audit.

We conducted our audit in accordance with generally accepted
auditing standards. Those standards require that we plan and
perform the audit to obtain reasonable assurance about whether the
financial statements are free of material misstatement. An audit
includes examining, on a test basis, evidence supporting the
amounts and disclosures in the financial statements. An audit also
includes assessing the accounting principles used and significant
estimates made by management, as well as evaluating the overall
financial statement presentation. We believe that our audit
provides a reasonable basis for our opinion.

In our opinion, the financial statements referred to above
present fairly, in all material respects, the financial position of
the Medical Society of Delaware & Subsidiaries as of December 31,
1996, and the changes in net assets, and its cash flows for the
year then ended in conformity with generally accepted accounting
principles

.

Our audit has been made primarily for the purpose of forming
the opinion stated in the preceding paragraph. The additional
information contained in this report is presented for purposes of
additional analysis and is not a required part of the financial
statements. Such information has been subjected to the auditing
procedures applied in the audit of the basic financial statements
and, in our opinion, is fairly stated, in all material respects, in
relation to the financial statements taken as a whole.

Certitxed puduc Accountants

March 13, 1997
Wilmington, Delaware

- 1 -

510 Philadelphia Pike • Wilmington, DE 19809 • DE (302) 762-6380 • PA (610) 436-8630 • FAX (302) 762-2081
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KENT COUNTY
MEDICAL SOCIETY

This has been a very successful

year for the Kent County Medi-

cal Society. We have welcomed

at least 14 new members in this

year. Our membership now
stands at 131 members. Dr.

Donald Doran, who was our

President, was unable to finish

his term because he relocated

out-of-state. We will miss Dr.

Doran and wish him well in his

new practice.

The full Kent County Medical

Society met January 15, 1997,

May 28, 1997, August 20, 1997,

and our next meeting is sched-

uled for October 22, 1 997, at the

Maple Dale Country Club. At

our January meeting we had a

presentation on Med-Net and

what it can do for us. At our May
meeting we had a presentation

by Dr. Robert Moyer on os-

teoporosis. At our August meet-

ing we confirmed our slate of

officers for the years of 1998

and 1999 pending final approval

at the October 22, 1997, meet-

ing. They are as follows: Brian

J. Walsh, D.O. - President;

Gertrude Findley-Christian, M.D.

-Vice President; Sidney Barnes,

M.D. - Secretary; and Michael

Zaragoza, M.D. -Treasurer. Our

current trustees are: Sidney

Barnes, M.D.; Brian Walsh,

D.O.; and Michael Zaragoza,

M.D. The October 22, 1997,

meeting will include a presenta-

tion by representatives of Trail

Blazer Enterprises, the new
Medicare carrier for Delaware.

Thomas Barnett, M.D., and Tho-

mas Vaughan, M.D., members
of the Kent County Medical So-

ciety, have both agreed to serve

in the Young Physicians Section

of the Medical Society of Dela-

ware.

The Society also investigated

three complaints against its

member physicians in the last

12 months. One complaint was
newly received and is under in-

vestigation at this point by the

Vice President of the Society.

Two of the complaints were
found to be without merit or were

resolved in other forums. The
third complaint was found to

possibly have merit. It was re-

viewed in Executive Session and

resulted in a meeting between

the physician involved and the

President of the Society.

Kent County Medical Society

would like to acknowledge the

contributions of Dr. Paul E.

Howard as this year’s President

of the Medical Society of Dela-

ware and thank him for his ef-

forts. We also wish the Presi-

dent-Elect, Dr. Stephen S.

Grubbs, well in his upcoming

tenure as the President of the

Medical Society of Delaware.

Brian J. Walsh, D O.

President

The report was filed.

NEW CASTLE COUNTY
MEDICAL SOCIETY

The New Castle County Medical

Society held three membership

meetings this past year. Due to

declining attendance, we have

been experimenting with the

number, time and format for

membership meetings.

Victor Cotton, M.D., Medical

Director of PennMed Member
Services Company, was the

guest speaker at our annual

meeting. He briefly updated

members on the status of physi-

cian organizations and managed
care in Pennsylvania. Physi-

cians need to organize and come
together to take responsibility

for the medical care component
of health care delivery. Doctor

Cotton also reviewed a model of

a physician organization which

is owned, led and controlled by

physicians. He reminded every-

one that the Medical Society of

Delaware started MED-NET of

DELAWARE in orderto help phy-

sicians set up physician organi-

zations throughout Delaware.

Jana L. Siwek, Physicians’ Ad-

vocate for the Medical Society

of Delaware, was the guest

speaker for the May meeting.

Jana informed us about the pro-

gram activities and services

available throughthe Physicians’

Advocate office. They provide

information on insurance carrier

issues, consulting, workshops for

physicians and office staff, a

resume repository, plus legal

reviews of managed care con-

tracts.

Representatives from Trail Blazer

Health Enterprises were the

guest speakers at the last mem-
bership meeting. TrailBlazerwill

be the new Medicare Part B car-

rier for Delaware as of January

1, 1998. They informed the

membership of the transition

process to date. P. Michael

Riisager, M.D., Medical Direc-

tor, remarked that the transition

team will be addressing the con-

cerns of providers and holding

seminars throughout Delaware.
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In addition, a newsletter will be

distributed on a regular basis.

Doctor Riisager also urged ev-

eryone to become involved with

the Carrier Advisory Commit-

tee.

I would like to take this opportu-

nity to thank committee chair-

men and the Board of Directors

for their work during the past

year. I would also like to express

my appreciation to the mem-
bers and staff for their help and

support.

Leo W. Raisis, M.D.

President

The report was filed.

SUSSEX COUNTY
MEDICAL SOCIETY

The theme ofthe Sussex County

Medical Society was an explo-

ration of complementary health

care modalities. However, our

meetings began and ended with

unexpected losses of valued

members of our Society and

community. Dr. and Mrs.

Norman Taub left a legacy of

devotion and service that was
celebrated at our first meeting.

Dr. Klingel’s enduring and color-

ful career was remembered dur-

ing our last meeting.

The interim meeting provided

an opportunity for members to

interact and communicate with

a contemporary chiropractor. A
variety of attitudes regarding chi-

ropractic was conveyed before,

during and after the presenta-

tion. In the coming year, oppor-

tunities will be provided to in-

vestigate other complementary

health practices.

A non-medical presentation re-

viewing the concept of pure or

constitutional trust provided a

forum to discuss the role of gov-

ernment, taxes, and a world-

view of personal finance.

During a number of meetings

the evolution of Physicians’ Or-

ganizations in our county was
discussed.

Richard H. Sherman, M.D.

Chair

The report was filed.

REPRESENTATIVE OF
THE DELAWARE
ACADEMYOF MEDICINE

The mission of The Delaware

Academy of Medicine is to pro-

mote professional and commu-
nity health education in the fields

of medicine and dentistry, main-

tain a medical library and ar-

chives, maintain a meeting place

for the medical and dental pro-

fessions, and provide financial

support for medical and dental

students.

As the cornerstone of the

Academy’s activities, the Lewis

B. Flinn Library provides a full

range of services to members.

During the past year, the Library

staff completed 11,534 interli-

brary loan requests and con-

ducted 749 computer literature

searches. The Library’s circuit-

riding medical librarian furnishes

library services on a contractual

basis to MeadowWood Hospi-

tal, Rockford Center, Milford

Memorial Hospital, Nanticoke

Hospital, St. Francis Hospital and

Taylor Hospital. The Academy’s

web site at www.delamed.org
offers easy access to an exten-

sive collection of health infor-

mation and links to other health

directories.

To promote health education and

as a public service, the

Academy’s Consumer Health

Library provides the community
access to current health care

information. The library staff

answered 2,567 requests, con-

ducted 980 searches statewide

during the past year.

TEL-MED, an automated infor-

mation telephone system con-

sists of over 430 tape recorded

messages. TEL-MED averages

1 1 ,000 calls per month and is a

popular source of information

on health related subjects. TEL-

MED is offered statewide as a

public service.

The Library’s History Commit-

tee collects and preserves

memorabilia associated with the

history of medicine and dentistry

in Delaware. The Committee

actively solicits historical dona-

tions, maintains and catalogs the

historical collection and identi-

fies artifacts.

The Academy operates a stu-

dent financial aid program for

Delaware residents pursuing

careers in medicine, dentistry,

and allied health fields. This

year 30 students benefited from

this program, receiving $70,000

in loans.

Representatives from the Acad-

emy have worked with repre-

sentatives of other organizations

on the development of

telemedicine in Delaware. The
Academy co-sponsored a sym-
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posium on telemedicine held in

May at the University of Dela-

ware.

The Academy produces and dis-

tributes the monthly calendar of

Medical-Dental Meetings in

Delaware to over 1,800 indi-

viduals. The calendar is the

only comprehensive listing of

continuing education confer-

ences for physicians and den-

tists in Delaware.

The Executive Committee ofThe
Academy would like to take this

opportunity to thank all those

individuals and organizations

that supported these activities

and programs during the past

year. It has been an honor to

serve as liaison between these

two outstanding organizations.

Joseph F. Kestner, Jr., M.D.

Representative

The report was adopted with

commendation to the leader-

ship of the Delaware Acad-
emy of Medicine for theirwork
in accommodating the future

needs of the Medical Society

of Delaware.

EXECUTIVE DIRECTOR’S
REPORT

1997 has been a year marked

with progress, change and op-

portunity. As we prepare to en-

ter a new millennium, there

seems to be a healthy tension in

society; one which will spur us

on to either greater accomplish-

ment or resignation. Thanks to

a dynamic physician leadership,

your Society has responded to

the challenges of this past year

with an anticipation of change

while seeking opportunity for

future progress.

One year ago, in a bold step to

serve our membership in the

rapidly evolving managed care

marketplace in Delaware, your

Society gave birth to two new
corporate entities: Credentialing

Connection, Inc. and Medical

Network Management Services

of Delaware, Inc. (Med-Net). I

am pleased to report that 1997

has seen these important initia-

tives come of age and already

they are making positive contri-

butions to the physicians of Dela-

ware. The coming year will be a

crucial one as Med-Net and CCI

reach the next stage in becom-
ing fully operational through ef-

forts to establish contracts with

managed care organizations.

Also rising to the occasion dur-

ing 1997, the Society’s Physi-

cians’ Advocate Program, in its

fifth year of helping MSD mem-
bers cope with the many chal-

lenges of managed care,

launched an exciting new pro-

gram to formally certify physi-

cian office staff for achieving

competency in a wide range of

business and front office related

subjects. This new offering, re-

ferred to as the Medical Busi-

ness Specialist (MBS) Program,

will provide the first ever formal-

ized educational certificate pro-

gram for personnel working in

medical offices in Delaware. The
course of study includes eight

modules, covering topic areas

such as coding, medical termi-

nology, customer service and

basics in health insurance and

Medicare. All eight modules are

taken as correspondence
courses with tests proctored by

MSD personnel at appropriate

intervals and in convenient lo-

cations throughout the state.

Through the MBS, the Society is

endeavoring to increase the edu-

cation and professionalism of

those upon whom physicians rely

so greatly to manage their office

practice and business affairs.

The MBS program joins a litany

of services available to MSD
members through our extremely

popular Physicians’ Advocate

department.

The medical profession is under

immense pressure today on
many fronts, including: managed
care; changing methods of health

care financing; increased regu-

latory oversight by federal and

state agencies; and a move by

“purchasers of care” to become
more assertive in acquiring the

services physicians provide. All

ofthese “agents ofchange” have

a direct and immediate effect on

the Medical Society of Delaware,

an organization which has ex-

isted for over 209 years for the

sole purpose of upholding the

ideals of the medical profession

in our state. We must respond

to these challenges in the con-

text of seeking opportunity for

growth and avenues of change.

Inthisspirit, your President, Paul

E. Howard, M.D., appointed an

ad hoc committee for reassess-

ing the Society’s strategic plan

adopted by the House of Del-

egates in 1992. Under the direc-

tion of Martin G. Begley, M.D.,

Vice President, we will chart a

new course for our organization,

one which will allow us to con-

tinue our proactive representa-

tion of Society members and the

medical profession in Delaware.

Work will begin on this impor-

tant undertaking shortly and all

members of the Society are
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urged to become involved. Seize

this opportunity to make your

views known regarding the fu-

ture of your Society by respond-

ing to the committee’s surveys

or through correspondence di-

rected to Dr. Begley at the Soci-

ety offices. The Society must

remain relevant to the needs of

its members but can only do so

if those needs are understood in

the context of a rapidly changing

medical practice environment.

Your leadership and staff are

committed to this mission and

are working very hard to realize

our total potential on your be-

half.

It has been an honor to serve the

physicians of Delaware during

the past year and I eagerly an-

ticipate the challenges ahead. I

wish to thank our Board of Trust-

ees and Officers for this privi-

lege. I also wish to personally

acknowledge my coworkers for

their professionalism, hard work

and dedication, without which

the important work of the Soci-

ety would not be possible.

Mark A. Meister

Executive Director

The report was filed with spe-

cial commendation to Mark
Meister for his continued out-

standing services as our Ex-

ecutive Director and special

commendation to Jana Siwek
for outstanding service to

our Society as the Physicians’

Advocate and also very spe-

cial thanks to all of the mem-
bers of our Medical Society

staff.

REPORTS OF ELECTED
COMMITTEES

REPORT OF THE AMA
DELEGATION

The Delaware Delegation to the

AMA House of Delegates con-

tinues to be an extremely active

one. It is continuing to grow in

size with the addition of the par-

ticipation of the Young Physi-

cians Section under the direc-

tion of Dr. Michael Katz, and

with the addition of a new Del-

egate, making the total number
of Delegates four. By adding an

additional Delegate, we have

also added an Alternate Del-

egate and with the representa-

tives of the Young Physicians

Section and the Residents Sec-

tion, the Delaware Delegation is

now comprised often members.

The added size of the delega-

tion continues to give Delaware

an increasing presence at both

the Interim and Annual meet-

ings of the House of Delegates

of the American Medical Asso-

ciation. In addition, it is hoped

that in the near future we can

begin collaborating with at least

one other small delegation so

that we can begin moving in

concert with delegations having

similar interests to our own.

These activities would be in ad-

dition to our participation in the

very substantial Southeastern

Delegation.

Among the key issues that the

AMA House of Delegates has

dealt with during the past year

was partial birth abortion and

how the AMA handled that situ-

ation in its negotiations with

Congress. It was felt that the

activities of the Board of Trust-

ees of the Association were ap-

propriate and that the AMA
should continue to monitor the

activities of Congress regarding

partial birth abortion. The over-

whelming feeling of the House
of Delegates was that partial birth

abortion is seldom appropriate,

but that issues such as this are

better handled through the doc-

tor-patient relationship than

through Federal legislation.

The next major area that the

Association continues to work
on is the Patient Protection Act

as a means of providing ad-

equate regulation of the man-
aged care industry. The key

components of this Act or its

component acts include ad-

equate patient education regard-

ing managed care organizations

(MCOs); a mechanism for pro-

vider due process so that physi-

cians are not unreasonably de-

selected from MCOs; and legis-

lation to protect the physician-

patient relationship so that pa-

tients may have appropriate care

recommended to them. This

would include the abolition of

so-called “gag clauses.” In addi-

tion, the Association continues

to push for legal responsibility

by MCOs for their patient care

decisions. This would allow pa-

tients to sue MCOs when they

suffer as the result of a man-
aged care organization’s restric-

tion or refusal of care. In addi-

tion, the Association continues

to lobby against hold-harmless

clauses that would ask physi-

cians to assume liability for acts

performed by MCOs. Finally,

with regard to managed care,

the AMA seeks physician input

into MCO policy guidelines.
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Other areas that the AMA con-

tinues to work toward include:

• Modification to the ERISA
Federal Legislation which

would require MCOs to be

responsible undereitherfed-

eral or state insurance laws.

• Requesting specialty soci-

eties to reopen board eligi-

bility, since board certifica-

tion is now so key to the

managed care credentialing

process.

• That the AMA work with

HCFA to assess the health

manpower needs of the

country both by specialty and

geography and that the num-

ber of residency slots be re-

duced to 1 1 0 percent of the

number of American medi-

cal graduates.

• That all physicians encour-

age women to be tested for

HIV during pregnancy.

• That the AMA create a pa-

tient information clearing

house that would be avail-

able on-line to patients re-

garding managed care or-

ganizations across the coun-

try.

• That the National Commit-

tee on Quality Assessment
(NCQA) be asked to include

physician satisfaction sur-

veys among their criteria for

credentialing managed care

organizations.

These are but a few of the activi-

ties of the AMA and your Del-

egation during the prior year.

Although unrelated to the activi-

ties of the AMA per se, the 1 996
House of Delegates’ request for

analysis of the specialty and
mode of practice distribution of

the Society’s Housewas referred

to by the Board of Trustees due
to my involvement as a member
of the AMA Study of the Federa-

tion. Preliminary analysis of the

data comparing the House of

Delegates specialty mix with that

of the Society membership as a

whole reveals no meaningful

differences in representation by

the various specialties. We will

be attempting an analysis by

mode of practice and will report

these findings to the Board of

Trustees in 1998.

Stephen R. Permut, M.D., J.D.

Senior Delegate, AMA

The report was filed with com-
mendation to the delegates.

BUDGET AND FINANCE
COMMITTEE

The Budget and Finance Com-
mittee met five times this year.

The first three times were with

Rutherford, Brown and
Catherwood to learn about and

discuss the performance of our

investment funds. As of the end

of August 1997, the investment

fund has grown 17.65 percent

for the year and 29.32 percent

since inception in March 1996.

While initially some funds were

in South American mutual funds,

these have been changed due

to rumors of currency devalua-

tion. We still, however, con-

tinue to have a presence in Eu-

ropean securities. The commit-

tee expressed overall satisfac-

tion with the funds’ investment

performance.

The Budget and Finance Com-
mittee met two times this year to

discuss the 1998 budget. On
September 8, 1997, the prelimi-

nary budget was considered.

Two changes in the budget for-

mat have been instituted:

• New cost centers have been
created for Public Relations/

Legislative Affairs and the

Annual Meeting. The Phy-

sicians’ Health Committee

has been separated from

CME.

• All overhead has been allo-

cated to the administrative

budget with direct costs only

being borne by the respec-

tive cost centers.

Items earmarked for further

review by the committee at

its September 8th meeting

included:

• Personnel budget will be fi-

nalized with recommenda-
tions from the Personnel

Committee.

• The Component Society ad-

ministrative budget will be

reviewed, as it is showing a

modest deficit.

• CME revenue will be exam-

ined to determine whether

an increase can be pre-

dicted.

• Budget data from other state

medical societies will be

collected to determine how
the Society compares with

regard to various budget

ratios.
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• We learned that the Dela-

ware Medical Journal has

returned to a profitable posi-

tion during 1997, as well as

projected for 1998, and the

possible transferring offunds

to it were, therefore, deemed
not necessary. Also, there

was discussion of the

Credentialing Connection

program, and the commit-

tee recommended that in-

putting of all credentialing

data be a membership ben-

efit and that a fee for this be

charged to nonmembers. A
$20 fee will be charged for

each credentialing applica-

tion. The flat fee previously

charged forfive applications

will be dropped. It is recog-

nized that while this may
well produce a deficit ini-

tially, the program will hope-

fully be self-sustaining by

the end of 1998.

At the second meeting on Octo-

ber?, 1997:

• We learned that the divi-

dend projected from MSDIS
is $190,000. In addition,

there will be a contribution

to the Delaware Medical

Education Foundation of

$20,000. This is an increase

of $15,000 in total from last

year.

• The personnel line item is

finalized with a three per-

cent cost-of-living adjust-

ment for the Society staff,

which was approved by the

Personnel Committee.

• Revenue from membership
dues is projected to increase

by approximately 1 0 percent

in 1998, reflecting a modest
increase in membership
growth (2.3 percent), along

with the addition of new
members resulting from the

unified membership plan es-

tablished with the duPont

Hospital for Children during

1997.

• Two new staff positions have

been approved by the Per-

sonnel Committee and are

budgeted for 1998. These
include the Director of Fi-

nance and the Director of

Administrative Support Ser-

vices.

• The “Meetings” budget has

been increased to reflect the

increase in Society meet-

ings, along with the budget-

ing of the Strategic Plan-

ning Initiative, which is to be

completed during 1998.

• The Society’s lease pay-

ments to the Delaware Acad-

emy of Medicine have been

increased to account for the

“market adjustment” in the

square footage costs as well

as, and probably more im-

portantly, the additional

space and improvements to

that space made by the

Academy for the Society’s

growing needs.

• Other line items in the 1998

budget have been increased

or decreased at modest
amounts to reflect actual

experience during 1997.

• As there is no deficit pro-

jected for this year, no dues

increase is needed, which is

the fourth consecutive year

without an adjustment in

Society dues.

Garth A. Koniver, M.D., FACR
Chair

The report was adopted with

a special note to our mem-
bers that there is no dues in-

crease. Please see page 42

forthe 1997/1998 BudgetCom-
parison and page 43 for the

1998 Budget.
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1997/1998 Budget Comparison

1998 BUDGET
ALL PROGRAMS

1997 BUDGET
ALL PROGRAMS

REVENUE
MEMBERSHIP $348,484 $317,232

SERVICES $93,642 $85,018

INTEREST/DIVIDENDS $195,100 $188,490

ADVERTISING $67,140 $66,000

SUBSCRIPTIONS $2,400 $5,930

EDUCATIONAL PROGRAMS $55,715 $54,220

ANNUAL MEETING $55,000 $55,000

FOUNDATION TRANSFER $20,000 $20,000

ROSTER $19,040 $11,466

MISCELLANEOUS $500 $0

TOTAL REVENUE $857,021 $803,356

EXPENSES

PERSONNEL $399,706 $382,703

MEETINGS $36,933 $19,489

INSURANCE $6,067 $5,675

PRESIDENT’S HONORAJUUM $25,000 $25,000

MEDICAL DIRECTOR $25,000 $25,000

LEGAL COUNSEL $15,000 $22,357

ACCOUNTING/AUDIT $7,000 $6,425

LEGISLATIVE SPECIALIST $38,000 $37,252

OFFICE SPACE $30,086 $20,256

OFFICE SUPPLIES $6,700 $4,737

TELEPHONE $8,000 $8,900

POSTAGE $27,697 $23,408

PRINTING $68,849 $66,148

PHOTOCOPY $5,821 $6,408

EQUIPMENT $9,275 $9,408

ACCREDITED CME $16,390 $9,300

WORKSHOPS/EDUCATION $31,555 $66,600

TRAVEL $29,927 $30,415

NEWSLETTER $4,889 $4,750

DUES/CONTRIBUTIONS $7,306 $4,560

SUBSCRIPTIONS $1,000 $600

ALLIANCE $4,055 $3,500

DMJ DUES EXEMPT $3,150 $3,250

ROSTER $20,090 $2,083

BENEVOLENT FUND $1,105 $924

MISCELLANEOUS $1,000 $750

TOTAL EXPENSES $829,601 $789,898

SURPLUS (DEFICIT) $27,420 $13,458
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COMMITTEE ON ETHICS

The Committee on Ethics will

complete its 1 997 cycle with its

fourth meeting to be held on

December 3, 1997.

Its first meeting was held on

March 5, 1997, when Dr. Lanny

Edelsohn was the g uest speaker.

He presented the Guidelines for

Determination of Death thatwere

originally adopted by the Medi-

cal Society of Delaware in 1987

and may need to be revised.

Since the Medical Center of

Delaware is working on devel-

oping a brain death protocol, Dr.

Edelsohn agreed to forward a

copy to us for consideration when
the protocol is completed.

The committee was informed

that a Supreme Court decision

on the right to “Physician As-

sisted Suicide” was expected for

the summer of 1 997. A sugges-

tion was made to form a smaller

ad hoc committee to deal with

the possibility that the Court

would leave such decision to the

individual states and that the

Delaware Legislature might ask

the Medical Society of Delaware

for an opinion. That task force,

which was composed of Drs.

Dennis Hoelzer, Stephen
Permut, Tom Sweeney, Bob
Frelick, Michael Guarino, and

the chair of the Committee on

Ethics, met on two occasions to

discuss the results of similar leg-

islation in Oregon, the Nether-

lands, and in Australia. The task

force presented its recommen-
dations to the Committee on

Ethics at its meeting on June 1 1

,

1 997, and it was the consensus

of all members to reaffirm the

AMA’s and the Medical Society

of Delaware’s position in oppo-

sition to legislation that would

allow physician-assisted suicide.

It also strongly recommended
that the Medical Society be more

actively involved in disseminat-

ing updated information on the

treatment of pain by organizing

courses, seminars and perhaps

presenting a lecture on “Manag-

ing Pain in the Terminally III

Patient” at a future annual meet-

ing.

The third meeting of the com-

mittee was held on September

17, 1997. The guest speaker

was Dr. Louis Bartoshesky, who
discussed “Genetic Cloning, the

Good and the Bad: Ethical Is-

sues.” His presentation gener-

ated a very interesting and

lengthy discussion.

The fourth meeting is scheduled

to be held on December 3, 1 997,

when the guest speaker will be

David Dryden, R.Ph., J.D., the

Executive Director of the Dela-

ware Board of Pharmacy, who
will discuss “Parameters for Pal-

liative Care.”

Maurice Liebesman, M.D.

Chair

The report was filed.

JUDICIAL COUNCIL

During the pastyearthe Judicial

Council was called upon to re-

view two requests for dues ex-

emption. Both requests were

granted.

No other issues have been re-

ferred to the Judicial Council in

the last year.

Edgar R. Miller, Jr., M.D.

Chair

The report was filed.

REPORTS OF STANDING
COMMITTEES

BYLAWS COMMITTEE

The Bylaws Committee met

October 29, 1997, to discuss

the following agenda items

that had been referred to it.

Consideration of Bylaws
Change Regarding Nomina-
tion ofBoard of Medical Prac-

tice

The Society’s current Bylaws call

for the House of Delegates to

submit no later than the last day

of each calendar year a list of

five members for each antici-

pated vacancy on the Board of

Medical Practice. It was noted

that the law no longer requires

the Governor to fill vacancies

from the Society’s list and that

members’ terms no longer begin

in March as they did in the past

butare staggered throughout the

year based on the actual date of

appointment. The Bylaws Com-
mittee supported the submission

of names by the Society to the

governor but suggested that the

process be simplified by amend-

ing Section 8 of Article VI to read

as follows:

44 Del Med Jrl, January 1998, Vol 70 No 1



Proceedings - Part I

ARTICLE VI, HOUSE OF
DELEGATES - SECTION 8

Nomination ofBoard ofMedi-

cal Practice

Not later-than the last day of

Once each calendaryearthe

House of De lega tes Nomi-

nating Committee shall

submit to the governor of the

state underthe Society’s seal

and signed by the Secretary

of the Society a list of five

members for each a nt ic i-

pated vacancy willing to

serve on the Board of Medi-

cal Practice, recommending

that the governor fill con-

sider them when filling va-

cancies on the Board from

the names so subm i tted .

Amendment of Bylaws to

Change Name of Committee
on Aging to Committee on
Aging and Medical Disabili-

ties

At its meeting on September 1 1

,

1997, the Society’s Board of

Trustees recommended that the

scope of the Committee on Ag-

ing be broadened to include the

populations with disabilities and

that this matter be referred to

the Bylaws Committee. It was
noted that the former State Divi-

sion of Aging is now the Division

of Aging Adults and Adults with

Disabilities. When this was dis-

cussed at the September 16,

1 997, Committee on Aging meet-

ing, members agreed with the

suggestion and recommended
that the committee be enlarged

to include representatives of

physiatry, orthopedics, and psy-

chiatry and that the name be

changed to the Committee on

Aging and Medical Disabilities.

The Bylaws Committee con-

curred and therefore recom-

mended amendment of the list

of Special Committees as fol-

lows:

Article XIII, Committee of

the Society - Section 4

Special Committees

The following committees

shall be appointed annually

by the President of the Soci-

ety:

(a) Comm i ttee on Ag i ng

Committee on Aging and
Medical Disabilities

Consideration of Bylaws
Change to Provide for Resi-

dents Section and Young Phy-
sicians Section Representa-

tion in House of Delegates

At its meeting on September 1 1

,

1997, the Board of Trustees, as

part of its discussion on repre-

sentation in the House of Del-

egates, asked the Bylaws Com-
mittee to consider the issue of

Residents’ Section and Young
Physicians’ Section Represen-

tation in the House of Delegates.

The Bylaws Committee noted

that the Society’s Board ofTrust-

ees includes a representative

from the Residents Section and

a representative from the Young
Physicians Section and that both

are members of the House of

Delegates and are invited to

serve as Reference Committee

members. For this reason and

because the committee was not

aware that there has been a

request from either section for

additional representation, the

Bylaws Committee did not rec-

ommend a change in the Bylaws

at this time.

Status of Suggestion at Com-
mittee Chairs’ Meeting Re-
garding Appointment of a

Membership Committee

The chair informed the commit-

tee that Dr. Paul E. Howard had

accepted a suggestion regard-

ing appointment by the Presi-

dent of the Society of an ad hoc

membership committee to work

on recruitment and retention of

members rather than amending
the Bylaws at this time to add a

Membership Committee as a

Standing or Special Committee.

Dene T. Walters, M.D.

Chair

The report was adopted with

approval of the Bylaws
changes to Article VI, Section

8, and also to Article VI, Sec-

tion 4.

LONG RANGE PLANNING
COMMITTEE

Although the Long Rang Plan-

ning Committee has not met this

year, we have seen one of the

committee’s initiatives from sev-

eral years ago come to fruition

with the passage and signing of

HB 276. Specifically, the

committee’s Subcommittee on

Physician Office Computeriza-

tion (SPOC) was instrumental in

bringing together representa-

tives of third party payers, hos-

pitals and other interested par-

ties to begin discussions of in-

creasing the use of computer
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technology in Delaware’s health

care industry as a means to stan-

dardize and simplify the admin-

istrative burdens of practicing

medicine in our new world of

managed care. As the conven-

ers of the effort, the Medical

Society pushed for formalizing

the effort though the creation of

an organization to serve as the

structure through which consen-

sus could be achieved and a

direction established. Our aim

was to begin showing tangible

results of these efforts in the

area of administrative simplifi-

cation in physicians’ offices.

What resulted from these delib-

erations was the creation of a

public/private partnership

through legislative fiat. As le-

gally constituted, the Delaware

Health Information Network
Board of Directors will have rep-

resentation from a diverse group

of constituencies. Represent-

ing the Medical Society will be

Michael Zaragoza, M.D., Charles

L. Reese, III, M.D., and Society

executive director, Mark A.

Meister. Joining the Society on

the DHIN Board will be repre-

sentatives from the Delaware

Healthcare Association (formerly

the Association of Delaware Hos-

pitals), the insurance industry,

the Delaware State Chamber of

Commerce, the Delaware Health

Care Coalition, the State Bud-

get Director, the Secretary of

Health and Social Services, the

Insurance Commissioner and

the Director of the Division of

Public Health. We hope the

Society’s goals of reduced man-
aged care hassles through ex-

panded use of electronic trans-

fer of data throughout the health

care system can be facilitated

by this newly formed partner-

ship.

The Long Range Planning Com-
mittee will also be represented

on the Ad Hoc Committee on

Strategic Planing, which was
formed by Dr. Howard this year

to resume the important work of

strategic planning for the Soci-

ety which was initially begun in

1990.

Anthony L. Cucuzzella, M.D.

Chair

The report was filed.

MEDICAL LIABILITY
INSURANCE COMMITTEE

The first meeting of the Medical

Liability Insurance Committee

this year was held jointly with

members of the MSDIS Board

of Directors on July 14, 1997.

Also present were guests from

PHICO Insurance Company, and

Mr. Larry Zutz and Mr. Frank

Wharton from Zutz/PLI. The
meeting began with a represen-

tative from PHICO presenting

the Medical Society with a check

in the amount of $10,000.00.

This was an incremental addi-

tion to the previously received

endorsement fee for 489 total

PHICO insured physicians dur-

ing calendar year 1996. It was
noted that even though this num-
ber is 1 1 short of the threshold

required in the endorsement
agreement for the additional

$10,000.00, PHICO decided to

provide this additional remunera-

tion as a gesture of its good faith

and support to the Medical Soci-

ety.

PHICO then provided us with

information in a number of sig-

nificant areas. First, it was ex-

plained to the committee that

the insurance company had un-

dergone restructuring, and a new
management team was in place.

Along with this, we received in-

formation about PHICO’s finan-

cial strength, national custom-

ers, and market rank. All of

these measures show that

PHICO appears to be a strong

company.

We were provided with a de-

tailed overview of the actuarial

development of premium struc-

tures and rates, and based on

this, we were told that PHICO
anticipated an across-the-board

reduction of the 7.5 percent in

their 1998 rates.

In a discussion about product

enhancement, a proposed
change in the claims-free dis-

count was discussed. PHICO
proposed that the 15 percent

discount for physicians who had

not incurred any indemnity or

expenses over $1 ,000 in the past

three years be replaced with a

10 percent discount for no paid

indemnity or expenses over

$1 0,000 in the past three years.

The committee discussed the

implications of this for its mem-
bers. It also appears that a

dividend will be paid for those

insured during the four years

ending in 1995, but this has not

yet been finalized. In addition,

PHICO reported that they had

renegotiated their insurance

treaties, and that this should re-

sult in a decrease in rates for

excess and corporate charges.

Other product enhancements
include separate limits for phy-

sician extenders, along with

shared limit locum tenens at no

charge. Also under develop-
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mentare new physician and part-

time physician credits.

A number of risk management
issues were reviewed, and a

lengthy discussion was held re-

garding PHICO’s standard oper-

ating procedure when an inci-

dent is reported to them. The

committee was told that PHICO
has a package that is mailed to

physicians as a claim

progresses, consisting of three

modules which will help them as

they go through the litigation

process. However, there is no

packet currently available to help

physicians who have only re-

ported an incident, and the com-

mittee felt that such an initial low

level tool might be helpful to

assist physicians in the claims

process. PHICO agreed to work

on this project.

The next meeting of the Medical

Liability committee will be held

before the Annual Meeting of

the Medical Society. However,

the report from that meeting will

not be available early enough to

submit with this Annual Report.

Sincere thanks to all of the com-

mittee members and especially

to Mark Meister.

Richard N. Hindin, M.D.

Chair

The report was filed.

MEDICAL REVIEW
COMMITTEE

Again, there were no requests

during the past year for review

and resolution of differences in

regards to professional fee ser-

vices by the Medical Review
Committee. This is largely due

to the considerable changes in

the medical environment and

the effects that managed care

has had on physician fees. The
Medical Review Committee
Chairman, however, remains

active and meets with other

members of the Society and

regularly scheduled meetings

with Blue Cross Blue Shield of

Delaware and other major insur-

ance carriers in the State of

Delaware.

It is the Chairman’s intention to

continue to represent the Soci-

ety at these meetings, but the

Medical Review Committee it-

self need meet only on specific

request.

Anthony L. Cucuzzella, M.D.

Chair

The report was filed.

PROGRAM COMMITTEE

The Program Committee hereby

records for the official record the

program arranged for the An-

nual Scientific Session of the

Medical Society of Delaware on

November 22, 1997. The over-

all objective of this annual pro-

gram is to update Delaware phy-

sicians in a broad range of spe-

cialties on significance advances

in selected areas of medicine. A
copy of the program is found on

the next page.

The Medical Society of Dela-

ware is accredited by the Ac-

creditation Council for Continu-

ing Medical Education (ACCME)
to sponsor continuing medical

education for physicians.

The Medical Society of Dela-

ware designates this educational

activity for a maximum of4 hours

in Category 1 credit towards the

AMA Physician’s Recognition

Award. Each physician should

claim only those hours of credit

that he/she actually spent in the

educational activity.

This program has been reviewed

and is acceptable for up to 4

Prescribed hours by the Ameri-

can Academy of Family Physi-

cians.

It is the policy of the Medical

Society of Delaware to comply

with the ACCME Guidelines for

Commercial Support of Continu-

ing Medical Education. In keep-

ing with these standards, all fac-

ulty participating in continuing

medical education programs
sponsored by the Medical Soci-

ety of Delaware are expected to

disclose to the program audi-

ence any real or apparent con-

flict of interest related to the

content of their presentations.

Ramachandra U. Hosmane, M.D.

Chair

The report was filed with com-
mendation to the Program
Committee.
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208TH ANNUAL MEETING
Saturday, November 22, 1997

Hotel du Pont, Wilmington, Delaware

8:30 a.m. SCIENTIFIC SESSION — DuBarry Room
UNUSUAL MANIFESTATIONS OF CHILD ABUSE
Cindy W. Christian, M.D., Medical Director, Child

Abuse Services, Children’s Hospital of Philadelphia,

and Assistant Professor of Pediatrics, University of

Pennsylvania School of Medicine, Philadelphia

Objective: To increase physician awareness of the

many manifestations of child abuse; to review history

and physical exam findings that are suspicious for

maltreatment; to increase awareness of differential

diagnosis of child maltreatment; and to review the

legal responsibilities of the physician in caring for

children with suspected abuse and neglect.

9:30 a.m. MOLECULAR BIOLOGY AND CANCER CARE
Edison Tak-Bun Liu, M.D., Director, Division of Clini-

cal Sciences, National Cancer Institute, Bethesda,

Maryland

Objective: To understand the role of molecular

biology in cancer care and to understand the general

function of oncogenes in cancer progression.

10:30 a.m. INTERMISSION — EXHIBITS

1 1:00 a.m ACUPUNCTURE, ACUPRESSURE, AND
INTRAMUSCULAR STIMULATION
Charles M. Terry, M.D., Chief Resident, Department

of Physical Medicine and Rehabilitation, Hospital of

the University of Pennsylvania, Philadelphia

Objective: To review indications for the use of

acupuncture, acupressure, and intramuscular stimu-

lation and introduction of techniques and possible

mechanisms of actions.

12 noon LUNCH — Gold Ballroom

12:45 p.m. IS MANAGED CARE GOOD FOR YOUR
HEALTH?
Victor F. Greco, M.D., Immediate Past President,

Pennsylvania Medical Society

Objective: To prepare physicians to meet the chal-

lenges in the health care system, the problems that

exist, and how to overcome them.

1:45 p.m. ADJOURNMENT OF SCIENTIFIC PROGRAM

PUBLICANDPROFESSIONAL
EDUCATIONANDADVOCACY
COMMITTEE

In 1997, the Public and Profes-

sional Education and Advocacy
Committee (PPEAC) convened
quarterly to review the Continu-

ing Medical Education program

of the Medical Society of Dela-

ware.

As a result of the 1996 reac-

creditation by the Accreditation

Council for Continuing Medical

Education (ACCME), the

PPEAC addressed four areas.

First, it revised its mission state-

ment to include a description of

joint sponsorship (sponsorship

of a program in which the Medi-

cal Society sponsors an activity

with a non-accredited organiza-

tion). The revised mission state-

ment has been approved by the

Board and will be brought for the

House of Delegates for approval

at the Annual meeting. Second,

the Medical Society now em-
ployees a full-time CME direc-

tor, rather than a part-time coor-

dinator. Third, the Society has

changed its ACCME reporting

procedure so that the revenue

and expenses of all approved

programs are reported, rather

than only the funds that come
directly through the Medical

Society. Finally, the PPEAC
has written complete guidelines

for Joint Sponsorship to ensure

that the Medical Society is in full

compliance with the newly re-

vised Essential 7 of the ACCME
Standards for CME.

As of October 8, 1997, with the

approval of the Educational Ac-

tivities Subcommittee (EAS) of

the PPEAC, the Medical Soci-

ety had designated 24 individual
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Paul E. Howard, M.D. presenting David Platt, M.D.

with the Daniel A. Alvarez M.D. Distinguished

Service Award

and 1 1 series CME activities for

1997(includingtheannual Down
State Lecture Series organized

in conjunction with Jefferson

Medical College at Beebe,

Nanticoke and Kent Hospitals).

This represented over 230 indi-

vidual sessions, as opposed to

210 the prior year. The Medical

Society was able to sponsor the

majority of programs presented

for review, except for one indi-

vidual activity and two series,

which did not comply with

ACCME standards. EAS mem-
bers include Brian Aboff, MD;
Beverly Dieffenbach; Rebecca

Jaffe, MD; James Reamer, MD;

Kent Sallee, MD, andthePPEAC
Chair.

In Spring 1997, as part of the

state-wide initiative by Gover-

nor Tom Carper, Cabinet Secre-

tary Thomas Eichler of the De-

partment of Services for Chil-

dren Youth and Their Families

approached the Medical Soci-

ety of Delaware to sponsor an

educational program for Dela-

ware Health Care Professionals

on the topic of Child Abuse. A
planning group which consisted

of the CME Director and

Chair of the PPEAC as

well as duPont Hospital

for Children Staff and

representatives of the

larger medical commu-
nity planned and imple-

mented a successful

program in September.

Over 300 participants

attended.

The Physicians and
Educators for Improved

Student Health program

had another successful

year with 90 talks pre-

sented and 1 7 physician

participants during the 1996-97

school year. This represented

15 more talks than the previous

year.

The annual Doctor/Lawyer Day

held in conjunction with the Dela-

ware Trial Lawyers Association

took place on February 25, 1997,

at various schools throughout

the state. Twenty-six Medical

Society members teamed up

with area lawyers to educate

children about the health and

legal implications of using drugs.

Plans have begun to develop

the 1 998 education day expected

to take place in March 1998.

The PPEAC continued its Speak-

ers’ Bureau program in conjunc-

tion with the Division of Ser-

vices for Aging and Adults with

Disabilities. This effort produced

several talks at area mature

lifestyle centers in Delaware.

Virginia U. Collier, M.D.

Chair

The report and the CME Mis-

sion Statement were adopted

with commendation to Dr.

Collier for all her work.

MEDICAL SOCIETY OF
DELAWARE: CME MISSION
STATEMENT

Incorporated in 1789, the Medi-

cal Society of Delaware was
founded to promote the science

and the art of medicine among
its members, to uphold the ide-

als and the ethical principles of

the medical profession, to en-

hance the betterment of the pub-

lic health, and to enlighten the

public at large on medical mat-

ters of general and special con-

cern. As a state medical soci-

ety, we are uniquely positioned

to promote the best possible care

for patients by assisting physi-

cians in maintaining updated

competence through continuing

medical education.

The CME activities of the Medi-

cal Society of Delaware are de-

fined by the following consider-

ations:

Goal
To provide educational activi-

ties that serve to maintain, de-

velop, and increase the knowl-

edge, skills, and professional

performance of physicians in ac-

cordance with the Essentials of

the Accreditation Council for

Continuing Medical Education.

Audience
The educational programs are

designed primarily to meet the

needs of physicians in Delaware

although some programs may
attract participants from neigh-

boring states. All programs

present a level of knowledge

appropriate to physicians.

Occasionally the target audience

may include other health-care
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Scope
The Medical Society of Dela-

ware is accredited by the Ac-

creditation Council for Continu-

ing Medical Education to spon-

sor continuing medical educa-

tion for physicians and is re-

sponsible for designating activi-

ties for credit in Category 1 of

the Physician’s Recognition

Award.

The Society will determine inter-

ests and needs of the target

audience by a variety of meth-

ods including educational needs

surveys of the membership, re-

view of activity evaluation sum-

maries, and literature searches.

Activities

Annual scientific session to up-

date members of the Society on

significant advances in selected

areas of medicine.

Annual Downstate Hospital Lec-

ture Series, cosponsored with

Jefferson Medical College.

Other formal conferences, lec-

tures, grand rounds, teaching

rounds, departmental scientific

meetings, seminars, and work-

shops designed to meet docu-

mented needs.

Activities may be presented in

partnership with nonaccredited

hospitals, community health or-

ganizations, specialty societies,

and other health care organiza-

tions that share a common edu-

cational objective as determined

by the Public and Professional

Education and Advocacy Com-
mittee.

The Medical Society of Dela-

ware through its Public and Pro-

fessional Education and Advo-

cacy Committee is responsible

for oversight of accredited Con-

tinuing Medical programs for

physicians and for compliance

with the Essentials and Stan-

dards of the ACCME and the

AMA’s Council on Ethical and

Judicial Affairs opinion on gifts

to physicians from industry.

(ADOPTED BY THE PPEAC 4/3/

97 AND BY THE MSD BOARD OF
TRUSTEES 5/8/97; APPROVED
BY THE HOUSE OF DELEGATES
NOVEMBER 21, 1997)

PUBLIC LAWS AND
LEGISLATIVE ACTION
COMMITTEES

Unlike the last several years, my
report on the activities of these

two powerful committees will

contain some concern. It is

based on lack of participation

and understanding on the part of

the members of our Society and

the uncertainty about the direc-

tion in which managed care is

taking us.

A good summary of health care

bills has been provided by our

legislative specialist, Phil

Corrozi. An even more detailed

summary of health related legis-

lation in Delaware is available in

the state Medical Society office.

I want to use this opportunity to

share with you my most serious

concern and source of frustra-

tion. This is the persistent dis-

crimination against those who
suffer some of the most devas-

tating and disabling illnesses.

One out of five suffer some form

of mental illness; that amounts

to 53 million Americans, and yet

parity between “brain disorders”

and others is still far from being

reached. The toll on our com-
munities because of this ineq-

uity cannot be explained in a

short report.

It is not because I am a psychia-

trist that I feel this way. I was a

pediatrician and general medi-

cal officer during my years in the

Army and very involved in the

medical-surgical services

throughout. I just simply cannot

comprehend how we can man-
age to perpetuate this outra-

geous injustice.

Mental illness affects everyone

without regard for ethnicity, so-

cial class or economic status.

Let the second half of the 1 39th

session of the Delaware Gen-
eral Assembly be the forum in

which this is brought to an end.

Jorge A. Pereira-Ogan, M.D.

Chair

The report was filed with the

Reference Committee’s rec-

ommendation to strongly en-

courage more membership in

DELPAC and also to strongly

encourage much more par-

ticipation by physicians in

Delaware in the political pro-

cess.

PUBLICATION COMMITTEE/
EDITORIAL BOARD

At the time of the Annual Meet-

ing in November 1 996, Dr. Martz

indicated his intention to step

down from his position as Editor

in November 1997, and asked

that a Search Committee be
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Paul E. Howard, M.D. recognizes E. Wayne Martz,

M.D. for his nine years of editorial leadership of the

Delaware Medical Journal

formed to select his successor.

In January 1997 a Search Com-
mittee was appointed consisting

of Doctors Martin Begley, Vir-

ginia Collier, Andrew Doorey,

Robert Doughty, Joseph
Rubacky and Roger Thomas.

Invitations were sent to 15 phy-

sicians to become candidates

forthe appointment, and an open

invitation was published in the

March and April issues of the

Delaware Medical Journal. The
Search Committee met April 17

and June 12, and at the latter

meeting interviewed two finalist

candidates. The Committee rec-

ommended appointment of

G. Stephen DeCherney, M.D.,

as Editor, and Peter V. Rocca,

M.D., as Associate Editor. The
Medical Society Board of Trust-

ees ratified this selection at its

regular meeting July 17, 1997,

and the new team will assume
their duties after the Annual

Meeting November 21, 1997.

Publication of the Delaware
Medical Journal continued unin-

terrupted throughout the year. In

an effort to work constructively

with the State of Delaware in its

campaign against child

abuse, publication of the

landmark July and Au-

gust issueswas delayed,

and as we approach the

end of the fiscal year it

appears doubtful

whether we shall get

back on schedule be-

fore January 1998. Ad-

vertising revenues have

been sustained through-

out the year, thanks to

the efforts of Kristine

Riccardino, Managing
Editor, and the deficits

of 1996 have not re-

curred. The budget for

1998 anticipates a small sur-

plus.

E. Wayne Martz, M.D.

Chair

The report was filed with com-
mendation to Dr. Martz for his

many years of outstanding

work.

REPORTS OF SUBSIDIARY
ORGANIZATIONS

CREDENTIALING CONNEC-
TION, INC.

CREDENTIALING CONNEC-
TION, INC.(CCI), a wholly owned
for-profit subsidiary of the Medi-

cal Society of Delaware incor-

porated on August 7, 1996,

opened its doors for business on

September 1 , 1 997 and received

business from its first customer

on September 24, 1996. Since

thattime, great strides have been

made to successfully implement

and expand on the business plan

approved by the Medical Soci-

ety of Delaware’s Board of Trust-

ees in December, 1995.

CCI has fulfilled the primary vi-

sion of the business plan through

co

tities such as managed care or-

ganizations (MCOs), hospitals

etc., for primary verification ser-

vices. However, during the ini-

tial stages of business, an op-

portunity was seized to add an

additional service. Known as

the application completion ser-

vice, it allows physicians to di-

rectly access CCI services.

Currently these two services are

the main services offered by CCI.

Internal Audits/Quality Im-

provement
To date, CCI has five contracts

with outside organizations for

the delivery of primary verifica-

tion services. These contracts

represent: one MCO (Aetna US
Healthcare), one hospital

(Nanticoke Memorial Hospital),

one nursing home (Silverlake

Nursing Home), one surgical

center (Glasgow Surgical Cen-

ter), and one physician owned
L.L.C. (Community Health

Care).

During the period January 1,

1997, through September 30,

1997, 386 applications were
completed on behalf of the 226

physicians enrolled in the appli-

cation completion service. Not

only were the first 50 completed

files reviewed as outlined in the

Internal Continuous Quality Im-

provement (ICQI) Plan, but at

the suggestion of a consultant

retained by CCI, a// files are now
being reviewed before being re-

leased to physicians for their

signature. Results thus far show
that 95% of files were fully com-

pleted by the CCI staff during

first review. Of course 100% of
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the applications were reviewed,

complete and correct according

to the information on file before

being released to physicians for

signature.

As of October 31, 1997, 67 pri-

mary verification files have been

completed for the contracted

customers of CCI. It should be

noted that most of the files were

received after May 1, 1997. It is

the policy of CCI to complete

files in 45-60 days from the date

that a signed CCI Consent/Re-

lease/Authorization is signed. All

of the files were audited before

being released to CCI custom-

ers which exceeds the ICQI

policy and procedure. The aver-

age amount of time required for

these files to be processed was
36 days, with 81% of the files

being processed in less than the

required 60 days. Reasons for

why primary verification files

were not completed within the

required timelines are being ana-

lyzed by the CCI staff and CCI

Board/Committees, but it is al-

ready known that the time re-

quired to process a file is de-

creasing as experience in-

creases. Ongoing detailed infor-

mation will help to identify rea-

sons why timelines are not being

met and to create new processes

if necessary to meetthe required

timelines in the future.

To evaluate customer satisfac-

tion, a survey will be completed

during the last quarter of 1997,

evaluating client satisfaction with

both the primary verification and

application completion service.

Organizational Improvement
The Medical Society of Dela-

ware House of Delegates elected

seven members to the CCI Board

of Directors (BOD) during the

Medical Society of Delaware’s

(MSD) Annual Meeting in No-

vember, 1996. The BOD met as

scheduled during 1997. In May,

1997 the CCI By-laws were ap-

proved and adopted. The By-

laws were approved, however
with seven seats already elected

by the House of Delegates, there

was not an empty seat for the

President of the Corporation to

serve on the BOD. With resig-

nations occurring in May and

July, two seats opened. The BOD
took this opportunity to comply

with the By-laws as written. Ac-

cording to the By-laws the Vice

President of the MSD Board of

Trustees was to serve on the

CCI Board. Because of conflicts

with other MSD Committees the

Vice President found it impos-

sible to serve. The Board found

a replacement from the MSD
Board of Trustees to fill the Vice

President’s vacancy, and this

vacancy along with the Presi-

dent of the Corporation were

elected to the Board in May and

July, 1997 respectively. In July,

1997 terms for the BODs were

approved.

Quality Improvement
Quality Improvement activities

were based on the Quality Initia-

tives planned for the year, how-

ever, much of the Quality Im-

provement in CCI occurred as a

by-product of operationalization.

The Quality Improvement Com-
mittee and Board of Directors

met on a regular basis and upon

analysis of data, suggested im-

provements for providing our

customers a high quality prod-

uct. Many areas of the corpora-

tion were reviewed closely and

in some cases frequently; the

goal always being improvement.

On a continuous basis the pro-

cess for completing applications

and primarily verifying docu-

ments were reviewed and im-

proved to allow for quicker turn-

around times without sacrificing

quality. The CCI staff designed

work-flow processes and re-

viewed them frequently to ana-

lyze the need for new processes,

re-work loops and to refine pro-

cesses. In addition, requestfrom

our customers caused modifica-

tion of the processes. These is-

sues did cause frequent review

and change to the policies and

procedures. It is anticipated that

this state of flux will continue

until more files are completed

and the processes can be well

tested. At that point, ongoing

planned quality improvement

can be instituted.

Another area of quality improve-

ment is related to the number of

applications received incom-

plete. The QAC reviewed the

particulars related to the caused

for incomplete applications. It

was decided that more data

needed to be obtained before

analyzing cause and effect rela-

tionships.

Two additional areas of quality

improvement were identified

through Quality Initiatives that

directly affected physicians.

They were the Health Status

questions on the CCI Applica-

tion and the Consent/Release/

Acknowledgment Form.

Through multi-level review by

staff, the CCI Board, and legal

opinion, the CCI Application was
changed to reflect and comply

with the requirements of the
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Americans with Disabilities Act

and such certification bodies as

NCQA. Also, based on input

from physicians who were both

members of the application

completion service and who’s

files were being completed for a

contracted source, the Consent/

Release/Acknowledgment Form

was modified and is even now
being reviewed for effectiveness

and appropriateness.

During the next year a formal,

more complete plan for Quality

Improvement will be developed

to actually put more structure

into the process and document

results.

Overall, it has been a busy and

constructive year for CCI. The
BOD and staff of CCI look for-

ward to a year of growth for CCI.

Anthony L. Cucuzzella, M.D.

Chairman

The report was filed.

DELAWARE FOUNDATION
FOR MEDICAL SERVICES ,

LTD.

The Delaware Foundation for

Medical Services, Ltd., activi-

ties during the past year have

been directed largely towards

providing health care services

to indigent patients. Because
the General Assembly of the

State of Delaware failed to pass

legislation providing professional

immunity from all but gross neg-

ligence for physicians who pro-

vide pro bono care to indigents,

the Delaware Foundation for

Medical Services, Ltd., restricted

its activities to solicitation of re-

quests for funding for very spe-

cific projects and proposals. At

the present time there is legisla-

tion pending in the General As-

sembly to grant this immunity to

physicians, and if that legisla-

tion is enacted into law, the scope

of the Delaware Foundation for

Medical Services, Ltd., will be

dramatically expanded to ac-

commodate all indigent patients

in the State of Delaware. For the

present, however, while we are

awaiting the outcome of the pro-

cess of this legislation, we will

continue to support specific ef-

forts for providing care to indi-

gent patients on an as neces-

sary, individual project basis.

Joseph A. Lieberman III, M.D.,

M.P.H.

Chairman

The report was filed.

DELAWARE MEDICAL EDU-
CATION FOUNDATION, LTD.

In 1997, the DMEF held two

meetings. At the annual meet-

ing on March 25, 1997, Chair

and Vice-Chair duties were ex-

changed as Janice E. Tildon-

Burton, M.D., relinquished Vice-

Chair for the Chair position, and

Michael J. Bradley, D.O., as-

sumed Vice-Chair duties. Ross

E. Megargel, D.O., assumed
the position of Secretary/Trea-

surer. The other members of

the DMEF Board are Raafat

Abdel-Misih, M.D., Alfonso P.

Ciarlo, M.D., Mansour Saberi,

M.D., Richard H. Sherman, M.D.,

and Carol A. Tavani, M.D., with

Robbie Chabalko serving as Al-

liance representative.

Follow-up discussion and plan-

ning occurred regarding a tele-

medicine project— a joint effort

by the Delaware Academy of

Medicine and the Medical Soci-

ety of Delaware. Following a

meeting between Dr. Bradley

and PNC, the budget for this

project facilitated by the Univer-

sity of Delaware College of Ur-

ban Affairs was increased from

$10,000 to $50,000.

The DMEF transferred a MSDIS
contribution of $20,000 to fund

the Society’s Physicians’ Health

program.

The DMEF produced two bro-

chures: one was geared to phy-

sicians, the other was geared to

lay-public and commercial sup-

porters. 1998 dues letters and

brochures were sent to all Medi-

cal Society members, and of

November 4th, 78 members
have joined the membership.

Various contribution forms, ap-

peal letters, and brochure in-

serts will be sent at the begin-

ning of 1 998 to commercial sup-

porters.

Several fundraising topics were

discussed including the recent

Alliance-sponsored Family Night

at the Blue Rocks game which

generated $340. “A Day at Do-

ver Downs” to benefit DMEF also

raised $340. Tie/scarf sales was
also discussed as a fundraiser,

and the sale of other casual ap-

parel with the Medical Society

seal was also forwarded. The
Board agreed in Spring 1997 to

raise the preliminary spending

level from a proposed $5,000 to

$ 10 ,
000 .

Finally, in 1997, DMEF began

discussing the concern that the
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title “Delaware Medical Educa-

tion Foundation” did not com-

pletely capture the foundation’s

mission of physician education

and upholding the idealsof medi-

cal practice. Brainstorming oc-

curred concerning a new name,

which will be decided upon in

early 1998.

Janice E. Tildon-Burton, M.D.

Chair

The report was filed.

MED-NET OF DELAWARE

This year has seen the further

evolution of Med-Net into a fully

functional subsidiary ofthe MSD.
Early in the year, Bylaws were

adopted along with a series of

confidentiality agreements for all

the Board members and em-
ployees. We have worked hard

to bring about the formation of

two new independent physician

organizations. At the time of

this report, the New Castle

County PO and the Nanticoke

PO have signed agreements with

Med-Net. A major hurdle was
overcome with the approval of

the Pennsylvania Securities

Commission to approve Med-
Net’s sale to Pennsylvania resi-

dents. We hope to have them

ready to sign contracts with

payors after the first of the year.

The President and CEO of Med-
Net, Jim Wilton, continues to

work with his counterparts at

Penn Med (Pennsylvania Medi-

cal Society) as our major re-

source group. This will continue

even as we mature and broaden

our base ofexperts. Even though

Med-Net was incorporated two

years after Penn Med’s PMSCO

(Penn Med Member Services

Company) subsidiary, we feel

strongly that due to our state’s

size, it will be easier to bring

forth viable POs here in Dela-

ware. We will eclipse our sister

organization in the coming year.

Beginning in May of this year

and continuing since then, Med-
Net has made contact with the

major insurance companies in

the state. Med-Net will be able

to assist the POs with most of

the established companies and

continue to explore the relation-

ship with new payors.

We continue to maintain our

purpose of serving the various

POs and bringing value to the

membership at large. We thank

the MSD for its support both

financially and with its person-

nel. If all continues to go well

with our strategic plans, we will

be able, in the near future, to be

financially sound. We would

hope to follow the lead of MSDIS
and strongly support the MSD
on an ongoing basis. We will

continue to work with the Soci-

ety on the plans for the renova-

tion of the Delaware Academy
of Medicine Building.

I would like to thank all the mem-
bers of the Board of Directors

and those past members of the

Steering Committee for helping

to bring forth Med-Net of Dela-

ware.

Michael J. Bradley, D.O.

Chairman

* A comprehensive Annual Report

of Effectiveness is available to in-

terested members of the House of

Delegates. Please contact CCI for

a copy.

The report was filed.

MEDICAL SOCIETY OF
DELAWARE INSURANCE
SERVICES (MSDIS)

1997 has continued the trends

set in 1 995 and 1 996: Increased

revenues from a larger number
of insured physicians, a broad-

ening mix of insurance prod-

ucts, our first large institutional

contract - Beebe Medical Cen-
ter; and pending enlargement of

our base of clients including the

Delaware Bar Association’s en-

dorsement of the concept of

making MSDIS the “preferred”

agent for health insurance for

Bar members.

The 1996 dividend amounted to

$175,000 to MSD, and an addi-

tional $20,000 for the DMEF. A
conservative projection of a 1 0%
increase in the dividend for 1 997

is probable, and may be higher.

We currently provide the signifi-

cant share of the available mal-

practice market, and realistically

can expect to only achieve about

80-85% of this market. How-
ever, there are still a few large

specialty groups for whom we
would love to provide competi-

tive rates and better service, if

only they would let us have their

business. One new source of

malpractice growth has occurred

with a contract with the Prison

Health System physicians, a

company providing prison health

services in several states.

With the maturing of the mal-

practice lines, the emphasis in

1 997 has been on strengthening

and expanding our other lines -

the most notable success being

the Beebe contract which cov-

ered multiple lines beyond mal-
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practice. I would like to thank

Jim Marvel for his help at Beebe.

We hope to capture at least one

or two other large systems in

1998. This broadening of our

product line provides a more
stable revenue base and buffers

against a downtrend in any one

segment.

Health Select, captained by Mike

Taylor, has grown 900% since

1994, and has become a signifi-

cant and growing business line

forMSDIS. Early marketing suc-

cess has occurred with the Bar

Association, the Dental Society

and the Delaware Contractors

Association. We also appear to

have landed the right to market

to the employees of a large and

growing chain of extended care

facilities.

In terms of our malpractice car-

riers, our concerns about poor

service have been addressed

and corrected by PHICO thanks

to Paul Howard’s letter outlining

the problems. Additionally,

PHICO has added a number of

enhancements to their contracts,

with significant benefit for Dela-

ware Physicians, as well as an-

nouncing a pending rate reduc-

tion and another dividend pay-

out this year. First, I would like

to acknowledge our good rela-

tions with our major carriers,

PHICO and Princeton, but I

would note we are keeping our

option open through contacts

with Med Mutual, and PMSLIC,

carriers owned by the Medical

Societies of Maryland

and Pennsylvania, al-

ways keeping our op-

tions open. An interest-

ing situation has oc-

curred with the Medical

Society of New Jersey’s

captive insurance car-

rier, MIXX. After turn-

ing down a marketing

arrangement with

MSDIS, they have
elected to market their

malpractice product line

through independent

agents. Their initial tac-

tic appears to be to try

and buy market share. I

strongly suggest that

anyone considering products

outside the MSDIS carriers

speak to any board member or

MSDIS directly. A rate war in

the malpractice segment would

work to everyone’s’ detriment.

Sincere thanks to Bill Duncan,

who has continued as a consult-

ant and works endless hours on

behalf of MSDIS. Also for the

hard work by Mike Taylor, Kent

Evans, and Susan Karlson for

Health Select (and hopefully

soon for Life and Disability Se-

lect). Karen Reuschlein is the

glue that keeps everything and

everyone working together, and

Thomas Maxwell, M.D., William H. Duncan, M.D.

and Stephanie Bush (PHICO) present a check to

Medical Society President, Paul E. Howard, M.D.

her contribution is gratefully ac-

knowledged. And deep appre-

ciation to Frank Wharton and

Larry Zutz for the experience

and knowledge to allow us to

expand our service and product

lines. And thanks to the busy

physicians who give of their time

to serve on the MSDIS and MLIC
boards.

Thomas J. Maxwell, M.D.

Chair

The report was filed with spe-

cial note that the dividends

from MSDIS to the Medical

Society of Delaware have kept

the Medical Society’s dues
among the lowest in the coun-
try.

REPORT OF THE
NOMINATING COMMITTEE

NOMINATING COMMITTEE

A meeting of the Nominating

Committee was held in Dover

on Tuesday, September 30,

1 997, to consider positions to be

filled by the House of Delegates

at its meeting on November 22,

1997. The following nomina-

tions were made:

President

Stephen S. Grubbs, M.D.

President-Elect

Martin G. Begley, M.D.

Vice President

Michael A. Alexander, M.D.

Secretary

Edward F. Quinn III, M.D.
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Treasurer

Garth A. Koniver, M.D.

Speaker of the House
Roger B. Thomas, Jr., M.D.

Vice Speaker of the House
Joseph A. Lieberman III, M.D.

Representative to the Del-

aware Academy of Medicine

Leslie W. Whitney, M.D.

Delegates, American Medical

Association

Stephen R. Permut, M.D.

(two-yearterms to expire 12/31/99)

Carol A. Tavani, M.D.

Alternate Delegates, American
Medical Association

Alfonso P. Ciarlo, M.D.

(two-yearterms to expire 12/31/99)

Rafael A. Zaragoza, M.D.

Judicial Council

Anis Saliba, M.D.

(three-year terms to expire 1 1/00)

Rafael A. Zaragoza, M.D.

ELECTED COMMITTEES:
(one-year terms)

Budget and Finance

Committee
Michael A. Alexander, M.D.

Martin G. Begley, M.D.

Anthony L. Cucuzzella, M.D.

J. Hamilton Easter, M.D.

Joseph F. Hacker III, M.D.

Ali Z. Hameli, M.D.

Garth A. Koniver, M.D.

E. Wayne Martz, M.D.

Thomas J. Maxwell, M.D.

Richard H. Sherman, M.D.

Janice E. Tildon-Burton, M.D.

Thomas S. Vates, M.D.

Committee on Ethics

Mehdi Balakhani, M.D.

Louis E. Bartoshesky, M.D.

Rhoslyn J. Bishoff, M.D.

Neal B. Cohn, M.D.

Garrett H. C. Colmorgen, M.D.

Evan H. Crain, M.D.

Daniel L. DePietropaolo, M.D.

Paul T. Durbin, Ph.D.

Robert W. Frelick, M.D.

Donald A. Girard, M.D.

John J. Goodill, M.D.

Michael J. Guarino, M.D.

Dennis J. Hoelzer, M.D.

William L. Jaffee, M.D.

Paul F. Kaminski, M.D.

Maurice Liebesman, M.D.

Peter B. Panzer, M.D.

Stephen R. Permut, M.D.

Brother John Pumphrey
Peter Schindler, M.D.

M. Eileen Schmitt, M.D.

Stuart Septimus, M.D.

Thomas A. Sweeney, M.D.

Barbara A. Zajac, M.D.

MEDICAL SOCIETYOFDELA-
WARE SUBSIDIARY ORGANI-
ZATION BOARD MEMBERS:
(one-year terms unless otherwise

specified)

Medical Society of Delaware

Insurance Services (MSDIS)

Board of Directors

Robert G. Altschuler, M.D.

Sidney B. Barnes, M.D.

Thomas W. Fiss, Jr., M.D.

Paul E. Howard, M.D.

Joseph F. Kestner, Jr., M.D
James P. Marvel, Jr., M.D.

Thomas J. Maxwell, M.D.

Mr. Mark A. Meister

Rafael A. Zaragoza, M.D.

William H. Duncan, M.D., Emeri-

tus

Credentialing Connection Inc.

(one-year terms

)

Anthony L. Cucuzzella, M.D.

James P. Marvel, Jr., M.D.

(two-year terms)

Gina C. Bodycot, R.N., M.S.N.

Jeffry I. Komins, M.D.

Edward F. Quinn III, M.D.

(three-year terms)

Michael A. Alexander, M.D.

Mark A. Meister

Delaware Foundation for

Medical Services

(three-year terms expire 12/31/00)

Diana Dickson-Witmer, M.D.

Garth A. Koniver, M.D.

Joseph A. Lieberman III, M.D.

Med-Net of Delaware
(one-year terms)

William B. Funk, M.D.

Richard P. Simons, D.O.

(two-year terms)

Michael J. Bradley, D.O.

Robert Dressier, M.D.

James H. Wilton

(three-year terms)

Martin G. Begley, M.D.

Mark A. Meister

Respectfully submitted,

Stephen S. Grubbs, M.D., Chair

Joseph F. Hacker III, M.D.

Joseph P. Oleksyk, D.O.

Leo W. Raisis, M.D.

Brian J. Walsh, D.O.

The report of the Nominating

Committee was adopted by

the House of Delegates.
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RESOLUTIONS ADOPTED BY
THE HOUSE OF DELEGATES

RESOLUTION 97-1

Subject: Reimbursement for Well

Man Exams

Whereas, we agree all patients

should receive equal consider-

ation for medical care indepen-

dent of race and gender; and

Whereas, there are printed in-

surance codes to reimburse

capitated physicians fee-for-ser-

vice for well woman exam; and

Whereas, there are insurance

codes for the same to reimburse

physicians who participate in

government funded Medicare

and Medicaid programs; and

Whereas, there are no such

codes available to bill carriers

for well man exams; now there-

fore be it

Resolved , that equal consider-

ation and opportunity be given

all patients and physicians who
treat regardless of gender and

that corresponding codes be is-

sued representing equal reim-

bursement for well man exams.

RESOLUTION 97-2

Subject: Naming E. Wayne Martz,

M.D., Editor Emeritus

Whereas, E. Wayne Martz, M.D.

has been a long-standing active

member of MSD, including serv-

ing as a member of the Board of

Trustees; and

Whereas, Dr. Martz has served

with distinction as Editor of the

Delaware Medical Journal since

1989; and

Whereas, in this capacity, Dr.

Martz has achieved a high level

of editorial excellence for our

Journal;

Whereas, Dr. Martz has an-

nounced his retirement as Edi-

tor of the Journal effective No-

vember 21, 1997; and

Whereas, the best interests of

the Journal and its readership

will be served by an ongoing

association with Dr. Martz; now
therefore be it

Resolved , that the title of Editor

Emeritus of the Delaware Medi-

cal Journal be bestowed upon E.

Wayne Martz, M.D.; and be it

further

Resolved , that the masthead of

the Journal so list Dr. Martz in

his capacity as Editor Emeritus;

and be it further

Resolved , that the appreciation

of the House of Delegates be

extended to Dr. Martz for his

many contributions to the Dela-

ware Medical Journal over his

distinguished career as Editor.

SUBSTITUTE RESOLUTION
97-3

Subject: Why Doesn’t Delaware

Have A Separate Department of

Public and Mental Health?

Whereas, according to the 10 th

Amendment to the U.S. Consti-

tution, health concerns should

be a State function since it states

that matters not specifically des-

ignated to the Federal Govern-

ment are a responsibility of the

State or the people; and

Whereas, for a long time the

Medical Society of Delaware has

promoted the idea of a separate

State Department of Health, as

have national groups such as

the Institute of Medicine, to

strengthen the effectiveness of

Public Health by making it a

separate, integrated State Health

Department; and

Whereas, the Divisions of Pub-

lic Health and Alcohol, Drugs,

and Mental Health in Delaware

are under the lay-led Depart-

ment of Health and Social Ser-

vices (DHSS), and must forward

budget needs through DHSS,
and be dependent upon DHSS
for policy decisions, and for ac-

cess to the Legislature, and the

Governor’s office; and

Whereas, without a Cabinet

health professional, the State’s

Executive Branch tends to be

dependent upon advice about

health from a largely lay State

Health Commission without rep-

resentation from the State’s Di-

vision of Public Health; and

Whereas, the Division of Public

Health’s place within a large

Department of Health and So-

cial Services tends to hide the

resources of competent profes-

sionals from the Governor, other

state agencies, and the public;

and

Whereas, Cabinet level health

professional skills and knowl-

edge are needed to support the

health related needs of other

State Departments, such as the

new Department of Education,

the Departments of Transporta-

tion, Labor, Corrections, Chil-

dren Youth, and their Families,

Natural Resources and Environ-

Del Med Jrl
,
January 1998, Vol 70 No 1 57



Proceedings - Part I

mental Control, and within DHSS
the Division of Aging and Dis-

abilities; and

Whereas, a Health Department

with Cabinet Status in partner-

ship with other State agencies

and the private sector should

have the needed professional

skills and knowledge to monitor

and understand Delaware’s

health needs, and establish pri-

orities for appropriate interven-

tions to address the following

health concerns:

• The status of the health of all

Delawareans;

• The character of the environ-

ment including clean air and

water with control of biologic

and industrial wastes;

• Assurance of healthy and safe

foods and water from their

source to use;

• Public safety measures such

as preventing fires and acci-

dents;

• Licensing of health insurers

and managed care organiza-

tions;

• Licensing of qualified health

professionals and health fa-

cilities;

• Assuring quality medical ser-

vices, tracking poor practice

situations and malpractice

findings;

• Control of addicting drugs and

toxic substances;

• Measures to encourage dis-

ease and accident prevention

through promotion of healthy

attitudes and practices;

• Ways to stimulate screening

and early detection of chronic

diseases;

• Assurance of quality emer-

gency services;

• Quality clinical laboratory and

imaging facilities for Delawar-

eans;

• Access to medical care out-

patient offices as well as beds

for hospital services;

• Home care, nursing homes,

rehabilitation resources, long

term care facilities, child care,

and if needed hospice care-

integrated to enhance conti-

nuity of medical care of the

highest quality; and

• Care of the mental and physi-

cally disabled; and

Whereas, there are too many
deficiencies in the health of many
Delawareans as is demonstrated

by the State’s high death rates

from cancer and diabetes, the

numbers of teen aged smokers,

use of alcohol, and illicit drugs,

too many teen aged pregnan-

cies; and

Whereas, it would not deprive

health support for the Social

Service functions of the current

DHSS; and

Whereas, administrative ex-

penses should not be signifi-

cantly increased with a new De-

partment of Health since the

Division already has a signifi-

cant administrative staff; now
therefore be it

Resolved , that the Medical So-

ciety of Delaware Board of Trust-

ees should continue to discuss

separate Departments of Public

and Mental Health and of Social

Services.

RESOLUTION 97-4

Subject: AMA Statement of Col-

laborative Intent

Whereas, the Federation of

Medicine is a collaborative part-

nership in medicine comprised

of the independent and autono-

mous medical associations in

the AMA House of Delegates

and their component and related

societies; and

Whereas, as the assemblage of

the Federation of Medicine, the

AMA House of Delegates is the

framework for this partnership;

and

Whereas, the goals of the Fed-

eration of Medicine are to:

achieve a unified voice for orga-

nized medicine; work for the

common good of all patients and

physicians; promote trust and

cooperation among members of

the Federation; advance the

image of the medical profes-

sion; and increase overall effi-

ciency of organized medicine

for the benefit of our member
physician; now therefore be it

Resolved , that the Medical So-

ciety of Delaware endorse the

following principles as contained

in the AMA Statement of Col-

laborative Intent:

1. Organizations in the Fed-

eration should collaborate

in the development of joint

programs and services that

benefit patients and mem-
ber physicians.

2. Organizations in the Fed-

eration should be support-
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ive of membership at all lev-

els of the Federation.

3. Organizations in the Fed-

eration should seek ways to

enhance communications

among physicians, between

physicians and medical as-

sociations, and among or-

ganizations in the Federa-

tion.

4. Each organization in the

Federation of Medicine

should actively participate

in the policy development

process of the AMA House
of Delegates.

5. Organizations in the Fed-

eration have a right to ex-

press their policy positions.

6. Organizations in the Fed-

eration should support,

whenever possible, the poli-

cies, advocacy positions,

and strategies established

by the Federation of Medi-

cine.

7. Organizations in the Fed-

eration should support an

environment of mutual trust

and respect.

8. Organizations in the Fed-

eration should inform other

organizations in the Federa-

tion in a timely manner
whenever their major poli-

cies, positions, strategies,

or public statements may be

in conflict.

9. Organizations in the Fed-

eration should support the

development and use of a

mechanism to resolve dis-

putes among member orga-

nization.

10.

Organizations in the Fed-

eration should actively work

toward identification ofways
in which participation in the

Federation could benefit

them; and be it further

Resolved , that the American
Medical Association be informed

of the Medical Society of

Delaware’s endorsement of the

Statement of Collaborative In-

tent as contained herein.

SUBSTITUTE RESOLUTION
97-5

SubjectMedicare Patient’s Rights

to Direct and Pay for Their Care

Beyond the Coverage Offered by

Medicare.

Whereas, due to an enactment

of Congress this past August,

patients over the age of 65 who
have Medicare insurance cov-

erage have now lost the right to

obtain care and pay for services

not covered under the Medicare

provisions; and

Whereas, up until Mr. Clinton

and Congress at the insistence

of HCFA passed this amend-
ment to the Medicare Act, a se-

nior citizen could elect to pro-

cure and pay for a medical ser-

vice that was not covered under

the Medicare insurance plan; that

right has now been removed as

part of the amendment that was
enacted as part of the balanced

budget deal; and

Whereas, people are living much
longer; and with each passing

year, the number of people over

65 who are enrolling under the

Medicare insurance plan is grow-

ing in ever increasing numbers.

Their right to seek and pay for

medical services not covered by

Medicare should not be taken

from them; this privilege should

be theirs to enjoy if they wish to

take advantage of it; now there-

fore be it

Resolved , that the Medical So-

ciety of Delaware should sup-

port the concept of private con-

tracting between Medicare pa-

tients and physicians for medi-

cal services and the Board of

Trustees should monitor and

support appropriate legislation.

SUBSTITUTE RESOLUTION
97-7

Subject:Physician-Assisted Suicide

Whereas it is the policy of the

AMA and the New Castle County

Medical Society that physician-

assisted suicide is fundamen-

tally inconsistent with the

physician’s professional role; and

Whereas, it is critical that the

medical profession redouble its

efforts to ensure that dying pa-

tients are provided optimal treat-

ment for their pain and other

discomfort, through the use of

more aggressive comfort care

measures, including greater re-

liance on hospice care, which

can alleviate the physical and

emotional suffering that dying

patients experience, and through

evaluation and treatment by a

health professional with exper-

tise in the psychiatric aspects of

terminal illness, which can often

alleviate the suffering that leads

a patient to desire assisted sui-

cide; and

Whereas, physicians must re-

sist the natural tendency to with-

draw physically and emotionally
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from their terminally ill patients;

and

Whereas, when the treatment

goals for a patient in the end

stages of a terminal illness shift

from curative efforts to comfort

care, the level of physician in-

volvement in the patient’s care

should in no way decrease; and

Whereas, requests for physician

assisted suicide should serve as

a signal to the physician that

there are unmet patient needs

and further evaluation to iden-

tify the elements contributing to

the patient’s suffering are nec-

essary, including specialty con-

sultation, pastoral care, family

counseling and other modalities;

and

Whereas, further efforts to edu-

cate physicians about advanced

management techniques for pain

and depression, both at the un-

dergraduate and graduate lev-

els, are necessary to overcome
any shortcomings in this area;

and

Whereas, physicians should rec-

ognize that courts and regula-

tory bodies readily distinguish

between use of narcotic drugs to

relieve suffering in dying pa-

tients; now therefore be it

Resolved , that the Medical So-

ciety of Delaware fully support

the AMA’s positions and policies

opposing physician assisted-sui-

cide and that the Medical Soci-

ety of Delaware support the ap-

plication of the AMA’s policies

and procedures within the State

of Delaware.

SUBSTITUTE RESOLUTION
97-8

Subject.Medica! Society of New
Jersey Resolution Regarding E&M
Coding Guidelines

Whereas, the Medical Society

of New Jersey (MSN J) has intro-

duced a resolution for consider-

ation at the 1997 Interim Meet-

ing of the AMA House of Del-

egates regarding the new HCFA
documentation guidelines for

evaluation and management
codes; and

Whereas, the MSNJ resolution

calls on the American Medical

Association to request the CPT
Editorial Committee to recon-

sider the documentation guide-

lines for the evaluation and man-
agement codes, and to revise

them according to prevailing

clinical standards; and

Whereas, the MSNJ resolution

further calls upon the American

Medical Association to advise

HCFA that the evaluation and

management documentation

guidelines scheduled to go into

effect on January 1, 1998, are

unacceptable to the Association

in their present form; now there-

fore be it

Resolved , that the Medical So-

ciety of Delaware go on record

in strong support of the MSNJ
Resolution 801 to the 1997 In-

terim Meeting of the American

Medical Association by adding

its name as a sponsor of this

resolution; and be it further

Resolved , that the Medical So-

ciety of Delaware Delegation to

the American Medical Associa-

tion be instructed to actively

support the New Jersey Resolu-

tion 801 at the Interim Meeting

of the AMA House of Delegates

in December of this year.

SUBSTITUTE RESOLUTION
97-10

Subject: Accountability for Patient

Care Decisions

Whereas, more nonphysician or

physicians not familiar with opti-

mal care in the various medical

and surgical specialties are re-

viewing and passing judgment

on the reasonableness and ne-

cessity of specific treatment rec-

ommended by the patient’s phy-

sician; and

Whereas, the decisions of these

reviewers can have binding ef-

fects either prospectively or ret-

rospectively on the availability

or compensation for a particular

treatment which may adversely

affect the quality of care of our

patients; and

Whereas, the reviewers have

no accountability for their pa-

tient care decisions; now there-

fore be it

Resolved , that medical review-

ers must be legally accountable

for their decisions: and be it fur-

ther

Resolved , that the Medical So-

ciety of Delaware Board of Trust-

ees initiate legislation to address

this issue.
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RESOLUTION REFERRED TO
THE BOARD OF TRUSTEES
(Discussion was terminated by the

House ofDelegates and the resolu-

tion was referred to the Board of

Trustees)

SUBSTITUTE RESOLUTION
97-9

Subject: Accountability for Patient

Care Decisions

Whereas, more nonphysician or

physicians not familiar with opti-

mal care in the various medical

and surgical specialties are re-

viewing and passing judgment

on the reasonableness and ne-

cessity of specific treatment rec-

ommended by the patient’s phy-

sician; and

Whereas, the decisions of these

reviewers can have binding ef-

fects either prospectively or ret-

rospectively on the availability

or compensation for a particular

treatment which may adversely

affect the quality of care of our

patients; and

Whereas, the reviewers have

no accountability for their pa-

tient care decisions; now there-

fore be it

Resolved , that a medical re-

viewer must:

• be a fully licensed physician

in the state in which the treat-

ment is to be rendered

• be Board Certified or have

experience equivalent in the

subject or treatment being

reviewed; and be it further

Resolved , that the Board of the

Medical Society of Delaware ini-

tiate legislation to address this.

As noted above, this resolution

was referred to the Board of Trust-

ees for further consideration.
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percent of the state's physicians, as well as
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tion is approximately 1 ,630.

Full-, half- and quarter-page advertisements
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color or matched color ads; camera work

(halftones, line shots); and typesetting.
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The Optimum
Referral Option

The Arbors at New Castle

Subacute and Rehabilitation

Center is a 120-bed Center

specializing in providing the

area's finest subacute,

rehabilitation and basic

healthcare services.

In today's cost conscious

environment, healthcare

roviders are increasingly

eing asked to produce

optimal medical results at

minimal costs. That's

precisely what the Arbors

at New Castle is designed,

staffed and equipped to do.

When combined with

our physician-driven

interdisciplinary team
approach to delivering

care, our subacute care helps

high acuity patients recover

quickly, at costs that are

30-60% less than comparable

care in an acute care setting.

In addition to our basic

healthcare services, we
provide care through

specialized subacute

programs in the areas of:

Respiratory

Medical Rehabilitation

A Digestive Diseases

A Cardiac Recovery

A Infusion Therapy

A Wound Care

For more information

and a copy of our video

call 328-2580.

ARBOR
ARBORS AT NEW CASTLE

Subacute and Rehabilitation Center

32 Buena Vista Drive

New Castle, DE 19720

(302) 328-2580



Papastavros ’ Associates Medical Imaging,LLC

Committed... To you and your patients!

n
JLJy maintaining a leadership role in the deliv-

ery of high-quality healthcare, Papastavros’

Associates Medical Imaging,LLC

provides a full spectrum of quality, state-of-

the-art diagnostic imaging services in a caring

and comfortable environment.

Imaging services provided include:

/

.1

Dual Energy Bone

Densitometery

Nuclear Medicine

Spect Thallium/

Cardiolite

Scintmammography

• X-Ray

• M R I scanning

/Open Scanning

• Ultrasound,

including Cardiac

• Spiral C.T. Scan

• Mammography/

Core Biopsy

f

(
1%

Our Women’s Centers are designed to address

the health care needs of all women:

• Mammography services provided by a staff of

highly trained technicians and dedicated

professionals.

• OB and breast sonography, echocardiography,

cardiac stress and doppler scans.

• Stereotactic breast biopsy, the latest

technological advance in breast cancer detection

• Dual Energy Bone Densitometry to detect and

monitor osteoporosis comfortably, quickly,

safely and precisely

Papastavros’

Associates

MEDICAL

We’re there where you need us!

Wt are pleased to welcome new

facilities in Milford, Lewes and

Glasgow. Full service imaging includ-

ing a technically advanced “Open”

MRI for claustrophobic, pediatric, and

handicapped patients is now available

at our office in the Glasgow

Medical Center.

• Wilmington

1701 Augustine Cut-Off

Suite, 100, Bldg. IV

Wilmington, DE 19803

[302) 652-3016

• Glasgow

2600 Summit Bridge Road,

Suite 122

Glasgow, DE 19702

[302] 832-5590

• Newark

40 Polly Drummond Hill Road,

Suite 100, Bldg.4,

Newark, DE 19711

(302) 737-5990

• Healthcare Center at Christiana,

200 Hygeia Drive,

Newark, DE 19702

(302) 421-2121

Other Convenient Locations:
1508 Pennsylvania Avenue (302) 655-4042

2700 Silverside Road (302) 478-1100

1805 Foulk Road Suite 1 (302) 475-8036

420 Christiana Medical Center (302) 368-3959

1320 Philadelphia Pike (302) 792-2529

1941 Limestone Road (302) 633-9873

702 Delaware Street, New Castle (302) 328-1502

Omega Professional Center (302) 738-5500

5317 Limestone Road (302) 239-9415

550 Stanton-Christiana Road (302) 633-9910

314 E. Main St., Newark, (302) 455-0775

1 1 1 Railroad Ave. Elkton, MD (410) 392-6155

556 S. DuPont Hwy, Milford, (302) 424-4163

1539 Savannah Rd., Lewes (302) 655-2590
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Community Imaging Center
At Limestone Meets

All Your Medical Imaging Needs.
Limestone Medical Center

1941 Limestone Road, Suite 214
Wilmington, DE 19808
Telephone: (302) 892-6200
Fax: (302) 892-6206
Internet: www.communitymed.com

David S. Grubbs, M.D., FACC, FACP
Medical Director

Frank DiGregorio, CNMT, RDMS
Director of Diagnostic Imaging

Community Imaging Center Offers:

Therapy

1-

131 Thyroid Ablation

Strontium/Bone Metastases

Cardiology
Cardiovascular Stress Test

2-

D Echocardiogram

ECG
Holter Monitor

Loop Monitor

Signal Averaged ECG

Ultrasound
Abdominal
Breast

Extremity

Obstetrical

Pelvic

Retroperitoneal

Testicular

Thyroid

Transvaginal

Vascular Ultrasound
Arterial Duplex Scan

Carotid Duplex
Venous Duplex Scan

Nuclear Medicine
Abcess Localization

Brain Scan

Bone Scan

First Pass

Gastric Emptying Scan

Gastrointestinal (GI) Bleed Scan

Gated Blood Pool (MUGA) Scan

Hepatobilary (HIDA) Scan

Liver and Spleen Scan

Lung Scan

Meckel’s Scan

SPECT Myocardial Perfusion Scan

(Cardiolite or Thallium)

Parathyroid Scan

Renal Scan

Testicular Scan

Thyroid Carcinoma Metastases

Imaging

Thyroid Scan

Tumor Localization

Offering imaging with:

Cardiolite

Prompt, courteous service • Test results available in 24 hours or less • Allpositive tests called andfaxed

There’s a Community Medical Center Near You:

Glasgow Medical Center
2600 Summit Bridge Road
Newark (302) 836-8350

Ambulatory Surgery

Medical Aid Unit

Laboratory

X-Ray

Silverside Medical Center

2700 Silverside Road
Wilmington (302) 478-1100

Medical Aid Unit

Laboratory

X-Ray

Limestone Medical Center

1941 Limestone Road
Wilmington (302) 992-0500

Medical Aid Unit

Laboratory

X-Ray
Ambulatory Surgery

Community Imaging Center

Nuclear Medicine
Ultrasound
Cardiology
Therapy

Community
^edical (are, Jnc munityJmaging (enter

A division ofCommunity Medical Care, Inc.Serving and managing the outpatient needs ofthe community
with quality, affordable medical care since 1978



mtinityJmaging (Snter
a division of Community Medical Care, Inc.

ARE YOUR FEMALE PATIENTS GETTING THE BEST
POSSIBLE MYOCARDIAL PERFUSION TESTS?

JACC VOL. 29, No. 1

(Journal American College of Cardiology)

JANUARY 1997:69-77

“Comparative Diagnostic Accuracy of Tl-201 and Tc-99m Sestamibi SPECT Imaging (Perfusion and

ECG-Gated SPECT) in Detecting Coronary Artery Disease in Women”

Conclusions: Thallium-201 and Tc-99m Sestamibi myocardial perfusion scintigraphic studies have

similar sensitivities in the detection ofCAD in women. However, the specificity of Tc-99m Sestamibi is

significantly higher than that of Tl-20 1 . This specificity is further enhanced by the use of ECG-Gated

SPECT Tc-99m Sestamibi imaging.

Community Imaging Center was the first lab in Wilmington to routinely

perform ECG-Gated SPECT using Tc-99m Sestamibi (CARDIOLITE)™
on all patients. ECG-Gated SPECT provides perfusion, wall motion and

Ejection Fraction in one study.

HERE IS WHAT OUR PATIENTS HAVE TO SAY ABOUT US

“Last Friday, I had a Cardiolite stress test at your facility. This could have been an

awkward and unpleasant experience; but due to the professionalism and courtesy

exhibited by the employees of your Center, I felt comfortable and reassured. Please

accept my thank you and gratitude. I will pass my opinion on to my doctor (...) and

remain sincerely (...)”.

• Prompt, courteous service • Test results available in 24 hours or less • All positive tests called and faxed

We participate with virtually all insurance carriers

Phone: 302-892-6200 Fax 302-892-6206 Internet: www.communitymed.com
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Instructions to Authors

The Delaware Medical Journal (DMJ) is owned and published by the

Medical Society ofDelaware as amedium ofcommunication, education and

expression for its members, and also for others striving for excellence in

medical practice. Articles in the DMJ are intended to be scientific and

educational and are not intended to reflect standards of medical care. All

material published is under copyright. On receipt ofmaterial submitted for

publication, a suitable release form will be sent for signature by all authors.

Scientific articles on medical matters are especially welcomed, including case

reports, clinical experiences, observations and information on matters

relevant to medical practice. Other material may also be accepted if the

editorial staffdeems it of interest to DMJ readers. All submissions should

include a briefsummary and a brief(one to two sentence) biographical sketch

ofall authors.

It is highly recommended that authors familiarize themselves with DMJstyle

before submitting manuscripts for consideration.

All material for publication should be submitted on a 3 1/2" computer diskette

in WordPerfect 6.0 or Word 6.0. A printout of the manuscript must

accompany the disk. Manuscripts may also be submitted in paper form

(typed or printed out on good-quality paper - one side only, double-spaced,

one-inch margins), though computer disk is preferable. The ideal manuscript

length is two to 12 pages. Up to 12 references per manuscript will be

accepted, each keyed with superscripts in the text in the order cited. The

format should follow that used in the Index Medicus. Authors are

responsible for the accuracy ofthe citations.

Graphs, charts and black-and-white glossy photographs are accepted if

important to the understanding ofthe text, but should not exceed four or five

pieces. Each should have a label affixed on its back indicating its name,

number, and “top.” A separate legend should be provided for each. Do not

write on the back, or scratch or mar them using paper clips. Do not mount

them on cardboard.

Photos of patients should generally be taken in a way that obscures the

patient’s identity. Photos in which a patient’s face must be clearly seen,

however, must be accompanied by signed release forms.

All manuscripts are reviewed by the editor and all scientific articles are then

sent for peer review by members of the Editorial Board and/or other

appropriate physicians. The usual processing time to publication istwotofour

months, though in some circumstances this may be longer or shorter.
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IT TAKES MORE THAN A

BEDSIDE MANNER IN MEDICINE

... AND INSURANCE!

It certainly helps to be pleasant, but it’s not enough. It s knowledge that counts.

Putting it all together to come up with a solution.

In the field of physician’s insurance . .
.
professional and personal . . . we have

followed a similar course. We offer you a total package that covers all your

insurance needs.

Centralization is not the only reason for selecting MSDIS/PLI/ZUTZ. The Medical
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Symposium Objectives

Update in Cardiology 1998 is designed to educate healthcare professionals about recent developments

in cardiovascular medicine. General advances, dramatic diagnostic techniques and treatment

recommendations will be discussed:

Advances in interventional cardiology— what the primary care physician needs to know

Newer treatments for patients at risk for sudden cardiac death

New therapeutic modalities for atrial fibrilation.

Keynote Address

Renee Chenault, NBC News 10, Philadelphia

Role of the Media in Reporting Complex Professional Issues— Perspective from an Attorney/Broadcaster
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Debate between Magnus Ohman, M.D., Duke University Medical Center and
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Everyone (?) Knows that Angioplasty is the Preferred Treatment for Multi-Vessel Coronary Disease
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The symposium and lunch are free. However, seating is limited and advance registration is appreciated.
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Health Care Industry 1998

Physicians Respond to Change

The transformation of the United States Health

Care Industry continues unabated in 1998. Ev-

ery day reports of new business relationships,

new delivery systems, new health care financing

methodologies, new consumerism, changing

regulations and legislative health initiatives are

brought to our attention. How do physicians

cope in this changing environment to achieve

their primary goal of advising patients about their

health and providing quality care?

Recently, there has been increased interest

among some Delaware physicians to pursue

union affiliation to deal with health care industry

changes. The union model provides employed

physicians the ability to collectively bargain, but

federal antitrust laws prohibit individual physi-

cians and physician practices from joining to-

gether to collectively bargain. Independently

practicing physicians in New Jersey petitioned

the National Labor Relations Board (NLRB) to

allow them to collectively bargain with HMOs
by union representation. The request was de-

nied by the NLRB last month.

The Federal Trade Commission does allow for

independent physicians to participate in third

party messenger IPAs. The messenger is allowed

to gather information from the physician mem-
bers of the organization and interact with third

party payers on behalf of the individual physi-

cians. The individual physicians, however, are

not privy to the collective information and avoid

collective negotiations. The independent physi-

cians still contract individually with the payer. A
union potentially could act as a messenger

model IPA for independent physicians.

In addition, the union model may offer individual

physicians political clout with legislative issues
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President's Page

and possibly personal and business services. I

note, however, that existing physician societies

already offer our members these advantages. It

remains unclear that the union model will pro-

vide independent physicians a complete vehicle

to deal with the changing market place.

Revisions of antitrust guidelines by the Federal

Trade Commission and Justice Department in

1996 opened the opportunity for physicians to

cooperate together in the health care market

place by accepting risk in the medical product.

Your Medical Society has endorsed this concept

of physician cooperation by forming MedNet to

foster independent physician organizations that

can accept risk with the goals of improving medi-

cal quality of care and utilization of medical

resources. A successful independent physician

organization will empower physicians to main-

tain clinical autonomy over quality of care, de-

velop appropriate alliances with hospitals and
payers, and promote marketability of a

multispecialty network.

The health care industry will certainly continue

to evolve in unimaginable ways in the coming
months and years. Your Medical Society will

endeavor to continue to provide information and
insight in these changes.

Best Regards,

Stephen S. Grubbs, M.D.

President

Support Your Delaware Medical Education Foundation, Ltd.

1997-1998 Casual Wear Fundraiser

All shirts display the Medical Society seal.

$12 per item purchased is tax*deductible!

DENIMS ~ $37

POLOS (4 colors)
~

$37

SWEATSHIRTS ~ $40

WINDSHIRTS ~ $42

About "DMEF" ...

In 1992, the Medical Society of Delaware created the DMEF to improve and expand its continuing medical

education program, thereby providing Delaware physicians with up-to-the-minute clinica information in

the ever- changing field of medical science. It also administers the Physicians’ Health Program, which works

in conjunction with the state Board of Medical Practice, to ensure that Delaware physicians in need of help

receive this support.
Call today to place an order and support your colleagues through DMEF.

V Coreen Haggerty at 302*658*7596 or 800-348-6800^/
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n 1 922, the Visiting Nurse Association was born in Delaware. Since then,

we've expanded our service area, meeting the needs of the people of Delaware

and bordering communities in three other states.

And now, as we move forward into the future with our partners in healthcare, we
are proud to announce that we have become Christiana Care Visiting Nurse
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Region, staffed with local nurses and healthcare professionals, our commitment

to every person, in every town, in every county in the region.

Many things have changed since 1 922. But one thing remains the same...

There's nothing like the healing power of home.
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Advanced MRI Imaging
at two Locations

Largest aperture (60CM), incredible detail
The General Electric HORIZON 1.5T HiSpeed imager is now available at

Omega MRI and the GE HORIZON LX 1.5T HiSpeed imager at Wilmington MRI.

The Advantages include; larger bore opening

(60cm as compared to open MRI 47cm)

allowing greater comfort for

claustrophobic patients,

highest possible image

quality, plus new exams,

such as, MR Urography,

MRCP and 3D contrast

enhanced MR angiography.
angiogram

Early stroke detection

Brain perfusion can be evaluated by using

first-pass Gadolinium

without a radioactive

substance, thereby, aid-

ing in the early detection

of brain tumors or lesions.

This image shows a CVA
not detected on routine

MRI or CT.

early stroke

Diffusion weighted images can demonstrate

an infarct 6-24 hours prior to a routine CT or

MRI. Proton Spectroscopy,

MRS (non-invasive chemi-

cal biopsy) shows elevated

lactate levels. The greatest

potential of this technology

is accurate stroke detect-

ion, allowing for early

definiti ve therapy.

Diagnostic Imaging Associates full range

of out-patient imaging services include:

• 1.5 Tesla MRI (two magnets)

• Spiral CT scanning

• Ultrasound including Color Doppler

• Fluoroscopy with digital RF
• Mammography with Senographe DMR
• Nuclear Medicine and General X-ray

For information and the office nearest you, please call 302-425-4DIA.

Web page http://members.aol.com/diaxray/diahome.html

1= Diagnostic Imaging Associates, PA

Brandywine Imaging Center • 701 Foulk Road • Suite E-1 • Wilmington • 654-5300

Omega Imaging Associates • L-6 Omega Professional Center • Newark • 738-9300

Omega Magnetic Resonance Imaging Center • L-6 Omega Professional Center • Newark • 738-9300

Omega Medical Center * K 1 5 Omega Professional Center • Newark • 368-5100

Omega Nuclear Diagnostic Center • K-15 Omega Professional Center • Newark • 368-8150

Pike Creek Imaging Center • 3105 Limestone Road • Suite 106 • Wilmington • 995-2037

Wilmington Magnetic Resonance Imaging Center • 1020 Union Street • Wilmington • 427-9855



SCIENTIFIC ARTICLE

Lung Carcinoma Presenting as

Multiple Cystic Lesions in the Brain

Mary S. De Shields, M.D. — James Ruether, M.D.

ABSTRACT

Eighty percent of brain metastases occur after the

diagnosis of cancer has been established. A
smaller number of cases are diagnosed synchro-

nously with the primary site of malignancy. The

majority of metastatic brain tumors present as

small, well circumscribed densely enhancing

masses with surrounding vasogenic edema. Cys-

tic lesions are less common and when present

raise the possibility of other disease processes

affecting the brain.

We report a case of cystic brain metastasis

preceding the diagnosis of lung cancer in a

patient with no systemic manifestations of malig-

Mary S. De Shields, M.D. practices at Oncology Associates of Dela-

ware in Wilmington, Delaware.

James Ruether, M.D. was a resident at the Medical Center of Delaware
when this was written. He is currently in practice at Limestone Medical

Associates in Wilmington, Delaware.

nancy, emphasizing the importance of clinical

suspicion and histologic confirmation in deter-

mining treatment and predicting outcome.

CASE REPORT

A 48 year old female presented to her physician

complaining of left shoulder pain, left arm and

hand weakness, short term memory loss, and

transient paresthesias of the left face of several

weeks duration. The physical examination was

remarkable for left upper extremity weakness

and hyper-reflexia of the left arm and leg. Mag-
netic resonance imaging (MRI) of the brain re-

vealed three ring enhancing lesions in the cere-

bral cortex. The largest lesion measured 4.6 cm
in diameter (Figures 1 and 2). The complete

blood count, electrolytes, BUN, and creatinine

were within normal limits, and an initial chest

Del Med Jrl
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Scientific Article

X-ray showed an infiltrate in the right upper lobe

suggestive of a resolving pneumonitis.

The past medical history was significant for den-

tal surgery on the left lower jaw for which she had

received a short course of antibiotics. She had a

history of seborrheic dermatitis and no other

major medical illnesses.

There was no history of

tuberculosis, ingestion of

raw or undercooked
meats, or pork ingestion.

She was a native of Ber-

muda and had traveled

to Bermuda from the

United States yearly for

the past 20 years. There

were no risk factors for

HIV and her present rela-

tionship was stable forthe

past eight years. She was

a doctoral candidate at a

local university, did not

drink significantly or

smoke.

She was admitted for defi-

nite diagnosis and treat-

ment of presumed brain

abscesses from an occult

infection and treatment

was begun with intravenous trimethoprim-

sulfamethoxazole, and metronidazole. Serology

for HIV- 1 ,
HIV-2, and HTLV- 1 were negative. The

CD4-positive lymphocyte count was normal at

1 351 per cubic mm. Blood cultures were nega-

tive for aerobic and anaerobic bacteria and

fungi, and cysticercosis. An admission chest X-ray

showed a right upper lobe infiltrate. A lumbar

puncture was performed which yielded a normal

opening pressure, increased neutrophils but no

organisms and negative cultures, and protein

and glucose of 81 gm/dl and 857 gm/dl, respec-

tively.

Stereotaxic brain biopsy of one of the lesions was

nondiagnostic for cytology, and specimens sent

for culture grew a few colonies of Propionibocte-

rium ocnes. As this organism has been reported

to cause brain abscess in persons having had
dental work 1,2

,
she was desensitized to penicillin

and started on therapeutic doses. Metronidazole

was continued until repeat craniotomy cultures

were positive for Propionibacterium acnes after

Repeat chest X-rays

showed a density in the

right upper lobe. CT of

the chest confirmed the

density in the right up-

per lobe suspicious for

neoplasm versus an in-

flammatory process; bi-

opsy proved this to be

an adenocarcinoma.
Additional studies

showed no evidence of

a primary breast carci-

noma or other sites of

involvement and a lung

primary was presumed.

She received a course of

palliative external beam
irradiation to the brain

after a repeat stereotaxic

biopsy confirmed ad-

enocarcinoma. She expired approximately fif-

teen months later of recurrent disease within the

brain.

DISCUSSION

Brain metastases, neoplasms that originate in

tissues outside the brain and spread secondarily

to involve the brain, occur in 25 percent to 35

percent of all cancer patients.3 Modern
neuroimaging techniques with computed tomog-

raphy (CT) scanning and magnetic resonance

imaging (MRI) have increased the frequency of

diagnosis as a result of the detection of small

tumors in asymptomatic persons undergoing

diagnostic workup or staging. The incidence of

Figure 1: MRI of brain, axial view. T
2
weighted image

which chloramphenicol was begun without sub-

sequent improvent in her

status.
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brain metastases is also increasing because of

the longer survival times of cancer patients in

general.

Metastases to the brain are usually symptomatic

with more than two-thirds of patients presenting

with neurologic symptoms and signs. The most

common presenting

symptoms are headache,

motor deficit, cognitive

or affective disturbance,

and seizures. 4 The index

of suspicion of me-
tastases is rather high in

someone with a history

of malignancy. However,

the definitive diagnosis

cannot be made solely

on the basis of clinical

examination as the pre-

senting signs and symp-

toms are not distinct from

other intracranial mass

lesions, nor can it be

made from radiologic

studies alone, particularly

in the case of a single

metastasis. 4

Gadolinium enhanced
MRI scanning is the most

sensitive study for detection of metastases, 5 and

multiple lesions on CT and MRI are more indica-

tive of brain metastasis than gliomas or primary

tumors of the brain, which are more often soli-

tary. Thin walled, cystic lesions with enhancing

capsules and hypodense centers on CT or lj

weighted MRI are more suggestive of brain ab-

scesses, toxoplasmosis, or progressive multifo-

cal leukoencephalopathy (PML),6 ' 7 particularly in

the immunocompromised host. In this case, the

absence of risk factors for immunodeficiency

made these less likely.

The differential diagnosis for focal brain lesions

is broad and includes subdural empyema, pyo-

genic meningitis, viral encephalitis, hemorrhagic

leukoencephalitis, cysticercosis, cryptococcosis,

CNS vasculitis, mycotic aneurysm, and chronic

subdural hematoma. Most brain abscesses are

caused by streptococcal species, anaerobes,

and Enterobacteriaceae, followed by Staphylo-

coccus aureus and fungi. Protozoa and helm-

inths are uncommon causes of brain abscesses

in North America. In AIDS patients, the differen-

tial encompasses toxo-

plasmosis, primary CNS
lymphoma, Mycobacte-

rium tuberculosis,

Myocbacterium avium-

intracellulare, Candida
species, Listeria mono-
cytogenes

, nocardia
asteroides

,

Salmonella

Group B, and Aspergil-

lus.
8

The median survival for

patients with untreated

brain metastases is one

month. With palliative

whole brain irradiation,

medical survival ranges

from three to six months.

Favorable prognostic

factors for longer survival

include an ambulatory

performance status, an

absent or controlled pri-

mary tumor, age less than 60 years, and meta-

static spread limited to the brain.9 Our patient

had all of these characteristics and survived 15

months after diagnosis while remaining ambula-

tory and functional for the majority of those

months.

An additional factor which may have enhanced

this patient's functional capabilities when the

tumor began to re-expand post radiotherapy

was the ability to aspirate fluid from the largest

cystic lesion via an Ommaya reservoir. Removal

of as little as 1 0 to 20 cc of fluid relieved

intracranial pressure and resulted in almost im-

mediate improvement in headache, motor func-

tion, and cognition. This technique has been

reported previously. 10

Figure 2: MRI of brain, coronal view. Post Gadolinium
T

1
weighted image
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CONCLUSION

In summary, the diagnosis of brain metastasis in

a patient with a known primary tumor is usually

straightforward, requiring histologic confirma-

tion only if the lesion is solitary or if the interval

between diagnosis of malignancy and the ap-

pearance of the brain lesion is protracted. Sur-

gery in these cases may play a diagnostic and

therapeutic role.
11

We have presented a case of metastatic adeno-

carcinoma of the lung presenting as multiple

cystic brain lesions underscoring the importance

of correlating the history with radiograhic find-

ings and histologic diagnosis prior to definitive

therapy.

We thank Mrs. Patricia Patterson and Mr. Dou-

glas Bugel for library and photographic assis-

tance.
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EDITORIAL

The Winds of Change

G. Stephen DeCherney, M.D.

Progress
, for from consisting in change , de-

mands retentiveness. Those who do not learn

from history are doomed to fulfill it.

Santayana, 1 904

Wayne Martz has left me an editorialship which

is deceptively comfortable. Like a trimmed sloop

pointing up on a steady ocean wind, taking over

the tiller seems easy. The sun feels warm on your

face, the breeze ruffles your shirt, and the tell-

tales waft perpendicular. Fortunately for Peter

Rocca and me, Dr. Martz has agreed to hang

around the deck for at least six more months.

While we will devote more space in later issues to

detail Dr. Martz's accomplishments, suffice it to

note here that he served ably as editor for the

past nine years. Through his editorial commen-

tary, he has consistently brought the world to

Delaware, specialists to primary care physicians

(and the reverse), the government to the medical

citizenry, the North to the South, and so on.

Although he is no longer at the helm, we look

forward to his continued sagacity in helping us

chart the course for the Delaware Medical Jour-

nal.

With one exception (which I have not discussed

with the Editorial Board and so will leave myste-

rious), the changes in the Delaware Medical

Journal under Dr. Rocca and me will be so subtle

as to be imperceptible. The Delaware Medical

Journal will continue to serve the practicing

physicians in the community. Its emphasis will be

on common problems daily encountered in the

office. Although, it must be noted, in 1998, the

Del Med Jrl
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exigencies of practice change daily. The Dela-

ware Medical Journal will try to elucidate some
of these changes. We will have a series of articles

on health care management. The series will

include topics such as disease management,

Medicare managed care, environmental science,

etcetera.

Dr. Rocca and I welcome your suggestions in two

ways. As always, the demeanor of the Delaware

Medical Journal is shaped by the manuscripts it

publishes. Second, please call or e-mail us with

any suggestions or comments. It is, after all, your

journal.
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RENTAL
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designates this educational activity for a maximum of 50.0 hours in category 1

credit towards theAMA Physician’s Recognition Award. Each physician should

claim only those hours of credit that he/she actually spent in the educational activity.

This program is eligible for 50.0 credit hours in category 2A of the American

Osteopathic Association.

All faculty participating in continuing medical education programs sponsored

by Allegheny University of the Health Sciences, MCP»Hahnemann School of

Medicine are expected to disclose to the audience any real or apparent con-

fliet(s) of interest related to the content of their presentation.

Call 215-762-8264 for information or a brochure.
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All it takes is a phone call to backup your

entire business. Backup as often as you

want, and best of all, whenever you want

— anytime of the day or night!

Benefits of TeleBackup:

Convenience. Set-up an automatic backup

schedule and let Telebackup mind your business.

Low Cost. Just $25 a month - no matter how
often you backup!

Safe Offsite Storage. Electronic media vaults at

Brian’s Data Storage Services protect your system

data against theft, fire, system tampering, and

other business interruptions.

Security. The multi-level TeleBackup security

system ensures that onlyyou have access to

your data.

Easy Recovery: Restore lost files by telephone

anytime or order a CD-ROM restoration of your

entire hard drive.
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Princeton Insurance Company policyholders are winning the battle against frivolous

professional liability claims: 95% of company-managed cases are resolved in our insureds’

favor. A successful defense means an unscathed professional reputation and preservation of

financial security.

In today’s legal climate, even the best doctors must dodge a bullet now and then.
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represent Princeton or call us at 1 -800-757-2700 .
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BOOK REVIEW

Managed Care, Made in America
Arnold Birenbaum, M.D.

Praeger Publishers, Westport, CT - 1997

193 Pages - $39.95

David Platt, M.D.

Dr. Birenbaum is Professor of Pediatrics at Einstein

College of Medicine in New York, and Associate

Director of the University Affiliated Program for

People with Developmental Disabilities. He is a

recognized medical sociologist and health ser-

vices researcher who has written eleven previous

books on health care.

This present book is a history of managed care,

what, in the opinion of the author, are its strengths

and weaknesses, and what can be done to

improve it. Managed care and HMOs are Ameri-

can institutions begun as prepaid care by Dr.

Sidney Garfield in 1932 for the workers on the

aqueducts of California, and in 1937 by Henry

David Platt, M.D. is a member of the Medical Society of Dela-

ware and is a contributing author to the Delaware Medical Jour-

nal.

Kaiser for the workers in his far flung enterprises.

This evolved into the Kaiser-Permanente prepaid

system of health care.

When health care reform died in 1 994 with the

crushing defeat of the Clinton plan, employers

turned to managed care and HMOs to control

costs. By 1995 60 million U.S. workers were in

managed care and 75 percent of those who had

health insurance had it through HMOs. These

ever growing numbers have made it difficult for

hospitals and other providers of care to continue

to employ cost shifting to cover the expenses of

the poor or uninsured. The excess capacity in the

health system has enabled the HMOs to drive

hard bargains and dictate terms to both physi-

cians and hospitals. Suddenly the physicians and

hospitals found that accreditation and quality

control were being taken out of their hands and
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exercised by the insurance companies who con-

trolled the HMOs, most of which were for profit

entities with concern for profitability. They spent

no money for care of the poor, for graduate

medical education, or for research. The insur-

ance companies said they were not in business to

give away free services.

It was particularly galling when the HMOs began

using the Milliman and Robertson guidelines

which dictated what services to cover and not to

cover, how long patients with various disorders

could stay in hospital, and what constituted good

care.

The author concludes that medical care is too

important to be left to the insurance companies,

that not-for-profit HMOs should be nurtured,

and that physicians and hospitals should de-

velop independent and integrated groups to

wrest controlling power from the insurance com-

panies. This process is now under way in Dela-

ware.

This book is a good one to clarify the problems

of managed care for the busy practicing physi-

cian. A credit card order can be effected by

telephoning 1-800-225-5800.
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Remembering Al

Dene T. Walters, M.D.

After completing a one year rotating internship

at the Delaware Hospital from July 1 953 - June

1954, I spent another year there as a General

Practice resident (an ACGME approved

residency program). For six months of that year,

I was on the Internal Medicine service. During

this time the Chief of Medicine, Dr. Lewis Flinn,

felt strongly that I should be given the same level

of responsibility as other first year medicine

residents, so I alternated in-house night and

weekend call duty with three other first year

residents.

One of the responsibilities of the Senior Medical

Residents was to come into the hospital early on

the morning after they had been on "back-up"

call to meet with the first year resident who had

been admitted or detained.

One night while I was on call, I saw a patient in

the Emergency Room who was a 5 5 is h year-old

man with fever, cough, vomitting, and physical

findings of lobar pneumonia, which was later

confirmed by x-ray. I admitted the patient to a

bed in the E.R. (we could do that then).

Erythromycin was a brand new antibiotic at that

time, having been released several weeks

earlier, and I was anxious to try it. Going on the

assumption that this patient's blood culture was

going to grow out pneumococcus, I treated him

with Erythromycin intravenously, and over an

eight hour period he responded so well that by

morning he was afebrile, sitting up in bed and

asking for breakfast.

Dr. Al Bacon was the Senior Resident on back-up

call that night, and so we met in the E.R. in the
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morning. In due course, we went to see this

patient together. Al looked at the chart, read the

intern's history and physical and my admission

note, went over the orders, looked at the x-rays,

saw the patient together with me, and then went

outside the room to talk.

Our conversation went something like this.

Fixing me with his gaze, his visage stern

(when normally it was warm and

friendly). Al said, "Dene, why are you

treating this patient with Erythromycin?"

"Well, it is supposed to be effective

against pneumococcus, and the patient

was vomiting, so I just thought it would

be a good choice for I.V. therapy."

Al said, "Is the patient allergic to

Penicillin?"

"No," I responded.

"So what is the drug of choice for

pneumococcus?," he said.

Beginning to stammer a little, I

responded by saying, "Well, Penicillin,

or course."

He said, "Do we have IV preparations of

Penicillin?"

"Well sure," I said.

"Then why did you choose to treat the

patient with Erythromycin?"

"Well, it is a new drug, and I just wanted

to see if it would work."

Al, riveting me with his eyes said, "You

just wanted to see if the new drug works!

What do you think you're doing here,

running a private research study?

Come on, you don't use new drugs just

to see if they'll work. This drug has

already been proven to work, but it is

not the drug of choice for pneumococ-

cus. I am surprised at you, and I expect

you never do anything like this again.,"

and with that, he left me.

Much chastened, I slunk away. How well Al

Bacon knew the propensity of residents to want

to show off that they know what is new and what

is "hot." (Does this stuff really work as well as the

Drug Rep says it does?) But I think he also knew,

even then, the danger of wasting new drugs on

old bugs when the older drugs would work. I did

learn a lesson which I never forgot, and one that

I hope I have been able to pass along

sometimes, and I always think of Al Bacon when

I do so. What a great guy and a good Doc he

was.

O tempora, O Mores, Oh, what drug resistant

bugs we have now, and troubles, troubles,

troubles.
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Robert L. Klingel, M.D.

James Beebe, M.D. — Reverend John Dean

The highest tribute that any person can have is to

say this: "Our lives were improved because of

you." This certainly describes Dr. Robert L. Klingel,

who died Sunday, September 14, 1997 at the

age of 82. The community lost a physician who
"cared" and "who made a difference."

Medicine was his life. Morning, noon and night,

Bob was on call willingly responding to the

various calls of need. Whether it be teaching a

class at the Beebe School of Nursing, responding

to a call for his services as the Deputy Medical

Examiner, or calling on a patient at home or in

his office, you could always count on him to be

fully involved and dedicated to the present task.

He continued to keep abreast of the latest dis-

coveries in the field of medicine.

This in itself would be enough for the average

person but not for Bob. He served a term on the

Rehoboth School Board and was President of the

Board in 1 962.

Bob was born in Belleville, Illinois, which is

across the Mississippi River from St. Louis. He
attended The University of Illinois followed by

medical school at St. Louis University. During

World War II he was stationed in San Francisco

and attended the 1 945 conference on the estab-

lishment of the United Nations. In 1 947 he was

transferred to Fort Miles in Lewes, Delaware.

Following the war he remained in Delaware,

establishing his practice in Rehoboth and affili-

ated with Beebe Hospital in Lewes, Delaware.

Work was not all that occupied his time. Bob was

married to Margaret, and later Catherine, who
both preceded him in death. Through the mar-

riage to Margaret he had two children, Katherine

and Michael.

Bob also had a few hobbies. He loved hunting,

boating, and pistol shooting. He was in many
matches. In 1970 the NRA sponsored the state

outdoor pistol championship and in 1973 and
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1974 he was the Delaware State Outdoor Pistol

Champion. He loved to feed the ducks on Silver

Lake and to faithfully walk his dog on the board-

walk.

Another hobby which few knew about was his

talent in playing the violin as well as the har-

monica. This he shared with family and close

friends.

In town he was a familiar sight on the streets with

his convertibles and at times for the speed with

which he drove them. He drove like he lived -

with zest and full speed ahead.

At his funeral the following poem was printed which sums up

Dr. Robert L. Klingel's life:

I'd like the memory of me
be a happy one,

I'd like to leave an afterglow

of smiles when life is done.

I'd like to leave an echo whispering

softly down the ways,

Of happy times and laughing

times and bright and sunny days.

I'd like the tears of those who
grieve, to dry before the sun

Of happy memories that I leave

when life is done.
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ASTM ANNOUNCES "THE IMPACT OF
STANDARDS" WRITING CONTEST

ASTM, a voluntary standards development system

organized in 1898 and comprised of 131

technical standards-writing committees, has

announced a writing contest to commemorate
its 100th anniversary.

ASTM, the American Society for Testing and

Materials, is looking for case studies that

accurately document how an ASTM standard or

group of ASTM standards has made a

measurable difference in a company, industry,

government agency, or in the lives of

consumers. The contest is open to anyone,

except current ASTM employees, and will award

the following prizes:

First Prize: $5,000

Second Prize: $3,000
Third Prize: $2,000

For more information on paper requirements

and registration details, contact Mario Sikora at

ASTM, 100 Barr Fiarbor Drive, West

Conshohocken, PA 19428 (610-832-9607;

fax: 61 0-832-9623; e-mail: msikora@astm.org).

NEW SMOKING CESSATION INITIATIVE

ANNOUNCED

The Agency for Health Care Policy and Research

(AHCPR) has announced a new Smoking Cessation

"Two-Three" Initiative that seeks to enlist the help of

all p hysi cia ns to gettheir patients who smoke to quit.

The first part of the initiative, "Two", refers to the two

questions every physician should ask hisdier pa-

tients: "Do you smoke?" and "Do you wanttoquit?".

The second part, "Three", corresponds with the

three minute intervention discussion recommend-

ing smoking cessation treatments proven to work.

The AHCPR plans to implement the Smoking Ces-

sation Initiative by encouraging medical and pro-

fessional associations to: disseminate to members

the Smoking Cessation Consumer Tools Kit (four

easy-to- read, black and white, reproducible, one-

pagers that address particular concerns of smok-

ers), place advertisements promoting guideline

products in journals, newsletters and on home
pages, and include tobacco education/fra in ing ses-

sions in upcoming meetings.

A free copy of the Smoking Cessation Consumer
Tools Kit can be obtained through the AHCPR
Clearinghouse by calling (800) 358-9295 orthe

Centers for Disease Control and Prevention's Of-

fice on Smoking and Health (OSH) by calling (770)

488-5705. You can also access the kit on either

AHCPR's website (http://www.ahcpr.gov/) or

OSH's website (http:// www.cdc.gov/tobacco).

CORRECTION

An article entitled, "An Open Trial of Sertraline

for Menopausal Hot Flushes: Potential

Involvement of Serotonin in Vasomotor Instabil-

ity," was published in the September 1997
edition of the Delaware Medical Journal.

Unfortunately, the senior author of the paper

was not included in the original manuscript and

therefore was not officially recognized for his

contribution.

I would like to remedy that at this time. Leo

Plouffe, Jr., M.D., FACOG, is an Associate

Professor of Reproductive Endocrinology and

Infertility in the Department of Obstetrics and

Gynecology at the Medical College of Georgia

in Augusta, Georgia.

CONFERENCE ON GENETIC MEDICINE AND
THE PRACTICING PHYSICIAN

This conference examines the medical, ethical

and legal aspects of genetics medicine.

March 13 - 15, 1998 in New Orleans, LA

For more information, contact Conference

Director Karen Garaleski at (312) 464-4840 or

karen_garaleski@ama-assn.org.
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1997-1998 OFFICERS

Stephen S. Grubbs, M.D.

President

Jefferson Medical Collegeof

Thomas Jefferson University -

Philadelphia, PA - 1979

Medical Oncology/Internal

Medicine

Garth A. Koniver, M.D.

Treasurer

Jefferson Medical Collegeof

Thomas Jefferson University-

Philadelphia, PA- 1968

Diagnostic Radiology/ Nuclear

Medicine

Martin G. Begley, M.D.

President-Elect

Georgetown University School of

Medicine- Washington, D.C.

-

1970

Diagnostic Radiology

Roger B. Thomas Jr., M.D.

Treasurer

Johns Hopkins University School

of Medicine - Baltimore, MD-
1966

InternalMedicine

Michael A. Alexander, M.D.

Vice President

University ofVirginia School of

Medicine-Charlottesville, VA -

1972

Pediatrics/ Physical Medicine

and Rehabilitation

Joseph A. Lieberman III, M.D.

Vice Speakerofthe House

Jefferson Medical Collegeof

Thomas Jefferson University

Philadelphia, PA- 1964

Family Practice

Edward F. Quinn III, M.D.

Secretary

University ofMaryland Schoolof

Medicine -Baltimore, MD- 1969

Orthopaedic Surgery

Paul E. Howard, M.D.

PastPresident

University ofTexas Medical

School at San Antonio -San
Antonio, TX- 1982

Otolaryngology

Head and Neck Surgery
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Proceedings of the Medical Society of Delaware
House of Delegates, 1997

Part II

REPORTS OF SPECIAL
ANDAD HOC COMMITTEES

COMMITTEE ON AGING

The Committee on Aging met

on a quarterly basis this past

year. Meetings were attended

by both appointed members of

the Medical Society, as well as

representatives from outside

agencies. These included Ms.

Eleanor Cain, Director of the

State Division of Services for

Aging and Adults with Physical

Disabilities (DSAAPD), and Mr.

Robert Lawson, Executive Di-

rector of the Delaware Health

Care Facilities Association.

The Committee on Aging con-

tinued to be a forum for distribu-

tion of information concerning

health care and the aged. Up-

dates were provided concerning

revision of the state long term

care regulations, distribution of

the new Guide to Services for

Adults with Disabilities (DSAAPD
publication), development of

regulations concerning assisted

living facilities, activities of the

Delaware Health Care Facilities

Association, the DHSS Feasibil-

ity Study on Medicaid Managed
Long Term Care, and the MSD
response to the Consumer, Ad-

vocate, and Provider Survey on

Medicaid Managed Long Term
Care. On September 16, Muriel

Rusten, Special Assistant for

Long Term Care for DHSS’s
plans for Medicaid Managed
Long Term Care, presented the

Executive Summary on Options

for Medicaid Manage Long Term
Care Services as well as an up-

date of the options currently be-

ing pursued by the State.

The Committee on Aging con-

tinued to be supportive of the

Annual Geriatric Medicine Sym-
posium held in December of

each year.

MSD was invited to participate

in the Older Women’s Health

Campaign steering committee,

a partnership between DSAAPD
and DPH. Dr. Zwick was ap-

pointed by the Society’s Board

of Trustees to represent MSD on

this committee.

The Board of Trustees also rec-

ommended expanding the scope

of the Committee on Aging to

include adults with disabilities.

The Committee on Aging agreed

with this suggestion, and recom-

mended expanding the commit-

tee to include members of

physiatry, orthopedics, and psy-

chiatry. The committee also
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recommended the name be

changed to Committee on Aging

and Medical Disabilities. This

was referred to the Bylaws Com-
mittee.

The Society participated in

Beach Day at Rehoboth Beach,

sponsored by the Division of

Services for Aging and Adults

with Physical Disabilities. This

year it was held September 19.

Several members of MSD vol-

unteered their time at the

Society’s booth as part of the

health and wellness activities of

this event.

The committee continues to look

forward to collaborative efforts

with the Division of Services for

Aging and Adults with Physical

Disabilities, the Delaware Health

Care Facilities Association, and

other organizations which focus

on eldercare health issues.

Wayne Zwick, M.D.

Chair

The report was filed.

CHARITABLE SERVICE
COMMITTEE

The Charitable Service Com-
mittee met several times during

the year. Our main focus of

activity continues to be the

Claymont Health Service, which

recently moved into a new facil-

ity which includes a large wait-

ing area, several exam rooms,

nurses’ station and pharmacy

area. This has been a great

improvement in our facilities and

has met with great enthusiasm

by physicians and patients alike.

We have also investigated a

joint effort with physicians in

Sussex County particularly

among the Hispanic community.

We are always in the market for

volunteer physicians, especially

in Ob-Gyn, to see patients at the

Claymont facility on a part -time

basis, and there also continues

to be a need for referral physi-

cians in the area of ophthalmol-

ogy, ENT, orthopedics, and der-

matology.

Dennis R. Witmer, M.D.

Chair

The report was followed with

note of the need for volun-

teers for ophthalmology, ENT,
orthopedics, dermatology,
and rheumatology.

DELAWARE MEDICAL
POLITICAL ACTION
COMMITTEE (DELPAC)

The year for DELPAC has to be

reviewed in the light of efforts

made and results achieved both

in Delaware, which is the focus

of DELPAC, and nationally,

which is the province ofAMPAC,
with which DELPAC is affiliated

and to which a portion of its

members’ dues is contributed.

In chronicling this past year, the

primary areas of concern are:

• Membershipand Fundraising :

The past year started with dis-

appointing membership fig-

ures both in Delaware and

nationally. Fortunately, there

was a mid-year rally in mem-
bership to equal the previous

year’s levels in AMPAC. Re-

grettably, Delaware did not

join in the trend. DELPAC
had 86 members in 1 997 com-

pared to 116 in 1996. On
average, only 14 percent of

the practicing physicians in

Delaware are members of

DELPAC and AMPAC. This

compares very unfavorably

with other professional groups

that aim to have political in-

fluence. These have over 95

percent oftheir members con-

tributing to their respective

PACs.

Fundraising in DELPAC is de-

rived solely from membership
dues. We have no special

fundraising efforts requesting

members to make additional

contributions. Such requests

are a standard and frequent

practice in many PACs espe-

cially when issues important

to them are under consider-

ation. These extra-funding

requests are met with gener-

ous response by the mem-
bers of the more influential

PACs. To be fair to the cur-

rent members, at this time,

DELPAC should attempt to

increase its membership rolls

as its only fundraising strat-

egy.

• Candidate Support : The fol-

lowing candidates, elected of-

ficials and political commit-

tees received support from

DELPAC since the last elec-

tion: Citizens for Van Sant,

Committee to Elect Colin

Bonini, Committee to Elect

Dori Connor, Committee to

Elect Patricia Blevins, Com-
mittee to Elect Dennis P. Wil-

liams, Committee to Elect

Arthur L. Scott, Republican

Legislative Campaign Com-
mittee, Democrats ‘98, Demo-
cratic State Committee, Com-
mittee to Elect Bob Gilligan,
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Paul E. Howard, M.D.
,
Martin G. Begley, M.D.

and Stephen S. Grubbs, M.D.

Committee to Re-Elect Donna
Reed, and Citizens for Liane

Sorenson.

The above were given sup-

port because they promote

legislation fostering patients

protections and quality medi-

cal care. Party affiliation was
not a factor in offering sup-

port. DELPAC is a non-parti-

san entity.

Lobbying and Legislative Phy-

sician Program : Again this

year, the MSD was repre-

sented by Mr. Philip Corrozi

in the state legislature.

DELPAC wishes to thank him

for a job well done. The leg-

islative physician program

continues to be staffed by

physicians of the MSD. More
physicians representing more
areas of medicine and differ-

ent areas of the state are tak-

ing part in this program and

doing an effective job of pre-

senting medicine’s message
to our legislators.

Successes : Politically speak-

ing, this year has been a very

successful year for medicine.

On the national level, unrea-

sonable cuts in Medi-

care have been averted,

antitrust regulations that

were targeted solely

against physicians have

been dropped, FDA
oversight oftobacco use

has been introduced,

and a vigorous move-

ment to regulate man-
aged care has devel-

oped. AMPAChas been

complimented by “Roll

Call,” the newspaper of

Capitol Hill, as one of

the most effective, if not

the most effective, of the na-

tional lobbying groups. In

states across the nation, bills

have been introduced and

passed to guarantee patient

rights and due process for phy-

sicians. Though Delaware has

lagged in these develop-

ments, two important bills

have been introduced. The
first is Senate Bill 194, which

grants due-process to physi-

cians in the selection/

deselection process. The sec-

ond, House Bill 384, would

direct all health insurance

companies licensed in Dela-

ware to provide a point-of-

service plan for their subscrib-

ers, thereby protecting patient

choice and the patient-physi-

cian relationship.

Goals for 1998 : The coming

year looks to be another chal-

lenging year in our efforts to

achieve meaningful protec-

tions for our patients. The
Patients’ Rights initiatives are

gaining momentum and are

important political issues for

all candidates seeking elected

office at every level during

the mid-term elections in No-

vember. Every congressional

office visited by the officers of

MSD agrees with this ap-

praisal. One of the members
ofourown Senator Roth’s staff

commented that, “There is no

issue that unites those from

every political group more
than their hatred of managed
care!” And a Wall Street Jour-

nal art\c\e presented Monday,

November 17, 1997, titled “All

Sides Get Ready for Push to

Regulate Managed Care,” de-

scribes the impressive sup-

port for this regulation. This is

the only issue that can engen-

der vigorous bipartisan back-

ing.

Now is the time to enact the

legislation that will bring quality

back to medicine. It is also the

time to modify ERISA so that

insurance companies are held

responsible for the damage they

do to patients when they deny

care. In Delaware, it is time to

pass HB 384 and SB 194. All of

these and other worthy efforts

will not be possible without more

and more involved members of

DELPAC. Enlarging our mem-
bership must be our first priority.

I cannot close this report without

very deserved expressions of

appreciation. Thanks to Beverly

Dieffenbach for her excellent

help this past year in coordinat-

ing the efforts of DELPAC. I

also wish to thank Dr. Jorge

Pereira-Ogan for his supportive

camaraderie in these political

matters and extol the excellent

work he does as chair of the

Public Laws Committee.

Martin G. Begley, M.D.

Chair

The report was filed.
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ENVIRONMENTAL AND
PUBLIC HEALTH
COMMITTEE

The last meeting of the Environ-

mental and Public Health (E/

PH) Committee was January 16,

1997. As the chairperson, I will

take most of the blame for the

ensuing hiatus, but it is time to

get back on task.

At our last meeting we consid-

ered several issues, and I be-

lieve these are still relevant to

our purpose. The first is our plan

to help improve preventive medi-

cine practice in this state by

working with managed care, pro-

viders and others to standardize

and simplify the approach. With

the help of Joel Chodos, M.D.,

and others, we had developed a

composite flow sheet that could

be used for patient care. We
need to go forward with this. We
also had reviewed a report from

the Mid-Atlantic Association of

Community Health Centers that

suggested there was a signifi-

cant shortage of primary care

services for HIV patients in our

state. This should be looked at

more closely. Finally, we had

begun to revisit the question of

whether our state should have a

Department of Health separate

from Health and Human Ser-

vices. The Governor has been

opposed to this in the past. With

a member of this committee now
as the head of Health and Hu-

man Services (Gregg Sylvester,

M.D., M.P.H.), it may be time to

revisit this question.

There are many other issues at

hand that this committee could

deal with including: access to

care, upcoming tobacco legisla-

tion, and education of providers/

patients/community including

developing a half-day seminar

on public health topics.

It is important for the Medical

Society to play an active role in

public health. It is important for

us as providers to get out of our

offices and clinics and into the

community to advocate for

healthier living for all of us. It is

important for us to network with

the myriad of other organiza-

tions of all types who have simi-

lar goals and interests.

In order to accomplish the above

we need interest and expertise

from you, the members of this

committee and the Society. We
have arranged a meeting of this

committee for December where

we will try to pick up where we
left off, as well as plan where we
go from here. A meeting notice

will be sent out. Please plan to

attend and lend your support.

Thank you.

John J. Goodill, M.D.

Chair

The report was filed.

MATERNAL AND CHILD
CARE COMMITTEE

Members of the Maternal and

Child Care Committee have

been monitoring several issues

affecting the care of pregnant

women and children in Dela-

ware. Of major importance in a

state with a rapidly growing com-

munity of Hispanic immigrants

are the changes in Medicaid cov-

erage mandated by Federal law.

Medicaid will no longer cover

this population for routine pre-

natal care. Medicaid can only

cover emergencies and labor

and delivery fees. Since the

children of these non-citizens

will be US citizens covered by

Medicaid, it seems shortsighted

to deprive this population of cov-

erage for appropriate prenatal

care. Unfortunately, this issue

has yet to be resolved.

Another issue addressed by the

committee was the question of

the state standards defining “Live

Birth,” “Stillbirth,” and “Abortion.”

Paul Durbin, Ph.D., an ethicist

at the University of Delaware,

and Donald Berry and Ted Jarrell

of Health Statistics and Research

of the Bureau of Health Plan-

ning and Resources Manage-
ment, discussed the issues with

the committee. Mr. Berry and

Mr. Jarrell researched the vari-

ous questions raised by the com-
mittee at the national level and

discussed them at the last meet-

ing of the committee.

The committee was updated on

the issues of adolescent sexual-

ity and adolescent pregnancy

prevention. A member of the

Alliance for Pregnancy Preven-

tion and the Adolescent Mater-

nity Service of the Medical Cen-

ter of Delaware presented their

programs and data to the com-

mittee.

Finally, the committee reviewed

a questionnaire from the Na-

tional Center for Health Statis-

tics regarding the standard US
birth certificate and sent com-

ments via Mr. Berry and Mr.

Jarrell. The committee also

agreed to provide expert assis-

tance to the Delaware Health
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Statistics Center project con-

cerning hospital discharge data

and preventable maternal and

neonatal hospitalizations.

Garrett H.C. Colmorgen, M.D.

Chair

The report was filed.

MEDICINE AND RELIGION
COMMITTEE

For the past few years, our sole

function has been to plan and

host the annual Prayer Break-

fast at the Annual Meeting of the

Medical Society of Delaware.

This year’s presentation of “The

Confluence of Religion and
Medical Practice” will be the pre-

sentation of a few examples of

physicians’ experiences with

patients who, together with their

patients or their patients’ fami-

lies, found the discussion of par-

ticular passages from the Bible

or some other sacred text mean-
ingful in addressing the occur-

rence, treatment and recovery

from illness.

With this and future programs,

the Committee shall continue to

endeavor to present ecumeni-

cal, meaningful and pleasing pre-

sentations.

Leon Morton Green, M.D.

Chair

The report was filed.

MEDICO-LEGAL AFFAIRS
COMMITTEE/JOINT
COMMITTEE OF PHYSICIANS
AND ATTORNEYS

Since the time of my last report

one year ago, final agreement
was reached with members of

the Bar Association and the

Medical Society on the wording

of the Interprofessional Code.

This was adopted by the Dela-

ware State Bar Association in

1996 and the Medical Society of

Delaware on November 15,

1 996, and shortly thereafter was
published in the Delaware Medi-

cal Journal.

The chair of this committee has

received occasional communi-
cation from physicians and at-

torneys, mostly associated with

inquiries about fees for various

medical/legal aspects or copy-

ing.

John T. Hogan, M.D., F.A.C.S.

Chair

The report was filed.

MENTAL HEALTH,
ALCOHOLISM, AND
DRUG ABUSE COMMITTEE

There was no report from the

Mental Health, Alcoholism, and

Drug Abuse Committee. The
committee did not meet in 1997.

PHARMACY COMMITTEE

The Pharmacy Committee con-

vened in October. At the com-

mittee meeting, there were del-

egates from the Delaware Phar-

maceutical Society, the Dela-

ware Board of Pharmacy, the

Controlled Substances Act Ad-

visory Committee and the Drug

Utilization Review Board. The
following items were discussed:

FDA Drug Substitution Ruling

It was brought to the attention of

the committee that draft legisla-

tion had been proposed relating

to the substitution of “narrow

therapeutic index drugs.” This

legislation was brought to the

attention of the committee by

DuPont Merck. The purpose of

the draft legislation was to pro-

hibitsubstitutionofgenericdrugs

for those drugs with a “narrow

therapeutic index.” The Phar-

macy Committee considered the

potential for harm to the patient,

as well as the potential for sav-

ings to the patient ifgeneric medi-

cations were utilized. The com-
mittee reviewed the FDA’s stan-

dardsfordrug substitution, which

state that the generic drug may
provide anywhere from positive

20 percent to a negative 25 per-

cent of the drug level provided

by the brand name product. It

was felt that this issue was quite

complex in its ramifications. The
Pharmacy Committee’s recom-

mendation concerning this ques-

tion included:

A) Physicians should be re-

minded that they have con-

trol over the product dis-

pensed. If they wish to use

the brand name product, they

must write “brand medically

necessary” on the prescrip-

tion in addition to writing on

the appropriate line that

states, “dispense as written.”

B) At this time, it is not felt that

legislation is required to pro-
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hibit substitution of generic

drugs since physicians have

the above option available

to them.

C) The committee felt fairly con-

fidentthatthe Food and Drug

Administration’s substitution

guidelines were adequate

even for drugs with a narrow

therapeutic index.

Pharmacists’ Collaborative

Drug Therapy ManagementAct
Discussion was held concerning

the proposed legislation con-

cerning pharmacists’ ability to

work with doctors in adjusting

medical regimens. This legisla-

tion is still undergoing revisions.

Over the next year, the Phar-

macy Committee will be work-

ing with the Board of Pharmacy

to further refine language. As

we near the end of this process,

the preliminary draft will be pre-

sented to the Medical Society’s

Board of Trustees for comment.

Communication with the Board

of Pharmacy. Pharmaceutical

Society. Drug Utilization Re-

view Board and Controlled Sub-

stances Act Advisory Board

Communication continues ac-

tively through the meetings of

the Pharmacy Committee.

Michael J. Pasquale, M.D.

Chair

The report was filed with note

of the fact that some pharma-
cies are placing physicians’

DEA number on the bottles of

prescriptions and that all phy-

sicians should be aware of

this and work with pharma-
cies to prevent this.

Paul E. Howard, M.D. presenting Carol A. Tavani,

M.D. with the Past President's Plaque.

PHYSICIANS’
HEALTH
COMMITTEE

The Physicians’ Health

Committee continues to

follow cases referred by

concerned colleagues

and family, as well as

the Board of Medical

Practice. A number of

new cases have been

received.

Nationally, the trend is

toward primary and sec-

ondary prevention, and

the committee will be

looking into ways of striving to-

ward means to implement such

programs.

The committee works
collaboratively with the Board of

Medical Practice. Compromise
legislation was reached this year

regarding access to peer review

information, with the input of the

committee’s chair and represen-

tatives of the Medical Society.

Carol A. Tavani, M.D.

Chair

The report was filed.

PRISON HEALTH
COMMITTEE

Since the last report we’ve had

two meetings and basically

things seem to have improved

since there is much closer con-

trol by Ms. Jean Snyder, who is

Regional Vice-President of

Prison Health Services, Inc.

Most of the real problems seem
to have been resolved, but there

still is an obvious gap in commu-

nication between the prisoners

who think they have complaints

and those who are supposed to

respond. Again, we have come
up to the point of trying to urge

the institution of an Ombuds-
man, since this would give much
more immediate response and

probably resolve most problems

more efficiently.

Charles L. Minor, M.D.

Chair

The report was filed with a

note that there appears to be

no medical oversight of the

prison health system at this

time and that this committee
should have more ways to

ensure that medical oversight

exists.

SCHOOL HEALTH
COMMITTEE

The School Health Committee

met on October 28, 1997, and

was dismayed to hearfrom Edith

Vincent that she feels she is a

voice almost alone speaking for
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the importance of health educa-

tion in our public schools. Ms.

Vincent is worried that when she

is no longer there aggressively

to support the teaching of health

in our schools, no one will take

her place.

The committee bemoaned the

gradually decreasing presence

of vigorous physical activity in

the daily schedules of our chil-

dren of all ages.

The School Health Committee

wishes the Board of Trustees to

take on the challenge of doing

whatever is necessary to turn

around this distressing trend.

It is our responsibility as physi-

cians to let parents, school ad-

ministrators, and state officials

know that vigorous physical ac-

tivity from pre-kindergarten on

is very, very important to the

overall well-being of our chil-

dren. One third of all Americans

are obese. The percentage of

young people who are over-

weight has more than doubled in

the past 30 years. Inactivity and

poor diet cause at least 300,000

deaths a year in the United

States. Only tobacco use causes

more preventable deaths.

As physicians, we should be

acutely aware of the geriatric

problems (such as osteoporo-

sis), which have their seeds in

the nutrition and physical activ-

ity (or lack thereof) of children.

The level of physical activity

among all our school aged chil-

dren should be increased enor-

mously, not progressively de-

creased.

The committee urges the Board

of Trustees to consider a sym-
posium on the subject of short

term and long term benefits of

vigorous physical activity of chil-

dren. The committee encour-

ages the Board to develop a list

of action steps that individual

Society members might take to

help make it possible for every

child in the United States to be

as physically active as he should

be. Dr. William Funk has been

a role model. He has given up

blocks of his free time to coach

children’s soccer for many years.

The Medical Society might act

as a networking entity to hook up

those who are willing to volun-

teer with the existing opportuni-

ties for service in this area.

Diana Dickson-Wtmer, M.D.

Chair

The report was adopted with

the note that there is very little

physical education given to

school-age children as part of

their education at this time

and with the committee’s rec-

ommendations that the Board
of Trustees of the Medical

Society of Delaware, in con-

junction with the School
Health Committee, conduct a

seminar within the next 18

months to study the value of

vigorous physical activity and
also that the Board of Trust-

ees of the Medical Society of

Delaware, again in conjunc-

tion with the School Health

Committee, investigate legis-

lation for minimum standards

of physical fitness and physi-

cal education, comparable to

minimal academic standards

in our school system.

REPORTS OF AD HOC
COMMITTEES

ADVISORY COMMITTEE TO
THE BOARD OF MEDICAL
PRACTICE

Members of the committee made
themselves available to the

Board of Medical Practice as

needed during the past year.

The Advisory Committee to the

Board of Medical Practice was
formed over a year ago to assist

the Board of Medical Practice in

adjudication of allegations con-

cerning physicians about whom
a preliminary investigation by

the Board has determined that

reason exists for the Board to

take definitive actions. The ad-

visors are not paid for their ef-

forts. The voluntary coopera-

tion of the physicians has been

gratifying.

Martin Gibbs, M.D.

Chairman

The report was filed.

CHILD ABUSE TASK FORCE

In the spring of this year, several

unfortunate cases brought an

unusual public focus onto the

problem of child abuse in Dela-

ware. While formulating a num-
ber of administrative and legal

improvements to the state sys-

tem, Secretary Eichler asked the

Medical Society for its input re-

garding this important problem.

A task force was formed, which

included representatives from

the state, the Medical Society of

Delaware, and a number of phy-

sicians representing Pediatrics,
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Emergency Medicine, and Fam-
ily Medicine. After some discus-

sion, it was felt that the most

positive impact would be made
by a general educational effort

focusing on the recognition of

child abuse, related legal require-

ments, and recent changes in

the state’s system. Accordingly,

the following steps were taken:

Two issues of the Delaware

Medical Journal were dedicated

to aspects of Child Abuse.

The Medical Society and the du

Pont Hospital for Children jointly

sponsored a one-day Sympo-
sium on Child Abuse in October;

roughly 300 health care profes-

sional attended this very suc-

cessful event.

A child abuse related lecture

was included in the Annual Meet-

ing agenda.

Further plans might include a

series of lectures for hospitals in

Kent and Sussex counties or

another symposium, possibly in

Dover, next year; a self-instruc-

tional module to be included in

an issue of the Delaware Medi-

cal Journal; and possibly the de-

velopment of specially trained

local response teams.

Charles L. Reese IV, M.D.

Chair

The report was filed with com-
mendations to the task force

for the Child Abuse Sympo-
sium and the Delaware Medi-

cal Journal articles.

AD HOC COMMITTEE TO
REVIEW DELAWARE LAWS
RELATING TO DRIVING
PRIVILEGES FOR
INDIVIDUALS WITH MEDICAL
CONDITIONS

The Medical Society of

Delaware’s Ad Hoc Committee

to Review Delaware Laws Re-

lating to Driving Privileges for

Individuals with Medical Condi-

tions met twice during the past

year.

Members of the ad hoc commit-

tee are: S. Charles Bean, M.D.

,

Chair, Michael Alexander, M.D.,

Magdy Boulos, M.D., Ted E.

Chronister, M.D., John B. Coll,

M.D., Kelly Eschbach, M.D.,

Alan Fink, M.D., Richard F. Gor-

don, M.D., Neil Kaye, M.D., E.

Wayne Martz, M.D., James P.

Marvel, Jr., M.D., Dorothy

Moore, M.D., N. Joseph
Schrandt, M.D., Michael G.

Sugarman, M.D., Michael

Teixido, M.D., Dene T. Walters,

M.D., and Stephen Wetherill,

M.D.

The attached Consensus State-

ment represents the recommen-
dations of the Ad Hoc Commit-

tee to Review Delaware Laws
Relating to Driving Privileges

for Individuals with Medical Con-

ditions. The Consensus State-

ment has been adopted by the

Board of Trustees of the Medi-

cal Society of Delaware.

Representatives of the Society

met with Mr. Michael Shahan,

Director of the Division of Motor

Vehicles, on September 25 to

discuss updating the Delaware

law. Mr. Shahan offered to col-

lect information regarding driv-

ing safety from the many states

in the country that do not have
mandatory reporting. It is antici-

pated that another meeting will

take place in the near future with

the goal of introducing legisla-

tion in the next legislative ses-

sion.

S. Charles Bean, M.D.

Chair

The report and the accompa-
nying consensus statement

were filed with the recommen-
dation that the Medical Soci-

ety of Delaware acquaint it-

self with a resource available

to its members, the Delaware
Curative Workshop, which
has a formal driving evalua-

tion and that physicians
should be encouraged to use
this resource for patients who
have conditions that may im-

pede their safe handling of a

motor vehicle.

CONSENSUS STATEMENT
AD HOC COMMITTEE TO
REVIEW DELAWARE LAWS
RELATING TO DRIVING
PRIVILEGES FOR
INDIVIDUALS WITH
MEDICAL CONDITIONS

1. It is our purpose to improve

the way the Division of Motor

Vehicles evaluates people

with medical impairments

and their impact on driving

motor vehicles.

2. We propose re-writing the

Delaware law and establish-

ing a list of regulations that

can be efficiently and clearly

followed by the Division of

Motor Vehicles.
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3. We would clearly like the

statutes that listepilepsy, and

feeblemindedness, idiots or

imbeciles to be removed
from the Delaware law, not

only because they violate the

Americans with Disabilities

Act but because they do not

represent the full spectrum

of problems that need to be

addressed.

4. We believe that the law

should have no mandatory

reporting by physicians of

medical conditions and

should use the wording sug-

gested by the American
Academy of Neurology, the

American Epilepsy Society,

and other organizations that

suggest that the physician

may or may not report, with-

out liability.

5. We would like to establish

proper regulations that would

address a number of medi-

cal conditions that present

risks with driving including

vision, hearing, cardiac diffi-

culty, cognition, motor and

sensory abnormalities, and

episodic loss of conscious-

ness, and drug abuse issues,

to name a few.

6. We recommend that the

Medical Advisory Board be

moved from the jurisdiction

of the Secretary of the De-

partment of Health and So-

cial Services to the jurisdic-

tion of the Division of Motor

Vehicles and that this Board

serve the Division of Motor

Vehicles’ Driver Improve-

ment Unit to help determine

if individuals can operate a

motor vehicle.

7. It is hoped that this Board in

conjunction with representa-

tives from the State Medical

Society and the Division of

Motor Vehicles will be able

to draw up appropriate regu-

lations that can guide the

Division of Motor Vehicles in

granting licenses.

8. A number of laws from other

states have regulations that

functionally define problems

so that the Motor Vehicle

Division can more easily

make determinations. Ex-

amples include Wisconsin,

Maine, and Maryland.

9. It is clear that the laws that

were probably initially writ-

ten in Delaware in the 1 930’s

and 1 940’s do not necessar-

ily address the issues that

are so apparent today, but

by clarifying and streamlin-

ing the process, Motor Ve-

hicles could do a much bet-

ter job at providing safety of

the roads for the citizens of

Delaware. If given permis-

sion by their patients to pro-

vide information to the Divi-

sion of Motor Vehicles, con-

fidentiality and solely for the

purpose of determining driv-

ing privilege, physicians

would be willing to give infor-

mation that could be helpful

to the Board or Division of

Motor Vehicles in determin-

ing whether an individual

could drive or not.

We also would recommend that

if individuals knowingly hidefrom

the Division of Motor Vehicles

medical conditions or advice that

they should not operate a motor

vehicle, some penalty needs to

be placed on them, e.g., manda-
tory loss of license, fine, etc.

In essence, the committee unani-

mously agrees that physicians

should not be required to report

their patients to the Division of

Motor Vehicles. Physicians

should cooperate with the Divi-

sion of Motor Vehicles if given

permission by their patients to

give medical information that

could help the Division of Motor

Vehicles functionally determine

whether an individual can safely

operate a motor vehicle. It is our

belief that the responsibility for

reporting medical conditions is

between the patient and the Di-

vision of Motor Vehicles. This

obligation should be stated in

writing on the license applica-

tion or renewal form. It is be-

lieved that if a patient is reported

by a physician for the sole intent

of evaluating the safety of the

person’s ability to continue to

operate a motor vehicle, the phy-

sician should be given complete

immunity if answering these

questions in good faith.

This information should be ex-

tended to other areas of func-

tional impairments besides epi-

lepsy.

It is our belief that the Division of

Motor Vehicles should be the

entity primarily responsible to

determine driving privileges, on

the basis of consultation with

appropriate medical personnel

and records of accidents privy to

other sources such as state po-

lice.

In particular, wording in our

present law such as “A driver’s

license shall not be issued to
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any person adjudged to be in-

sane or an idiot, imbecile, epi-

leptic or feeble minded
should be stricken as clearly in-

effective and inappropriate.

There still needs to be a great

deal of work done in working

with Motor Vehicles, the

Governor’s Office, and the Leg-

islature to work out a reasonable

and new lawthatwill betterserve

the citizens of this state and put

the onus of responsibility of driv-

ing safety on both patients and

licensing responsibility on the

Division of Motor Vehicles. To

make these changes will require

notonly amendment ofthe Medi-

cal Practices Act but also sub-

stantial changes in references

to the Division of Motor Vehicles’

granting licenses, and therefore

we need to get their acceptance.

REPORT OF COUNCIL OF
SPECIALTY SOCIETIES

COUNCIL OF SPECIALTY
SOCIETIES

Representatives ofthe specialty

societies were invited by Presi-

dent Paul E. Howard, M.D., to

submit reports for inclusion in

the House of Delegates hand-

book. The reports that were

submitted follow.

DELAWARE ACADEMY OF
FAMILY PHYSICIANS, INC.

The Delaware Academy of Fam-
ily Physicians has had a busy

year. We had our annual con-

vention in April at the Dover

Sheraton. It was a grand suc-

cess with a lot of fun for the

families of the physicians at-

tending, as well as several ex-

cellent Continuing Medical Edu-

cation activities with top-notch

speakers from Delaware and

other sections of the country.

We continue to have our Fall

and Winter Courses at the St.

Francis Hospital. These courses
are well attended. The Annual

Geriatric Symposium, under the

able leadership and organiza-

tion of Dr. Roger Rodrigue, was
well attended last year and is

scheduled this year for Decem-
ber 9, 1997. The chairman of

the Delaware Academy of Fam-
ily Physicians Committee on

Continuing Medical Education,

Dr. William Funk, was the re-

cipient of the Family Physician

of the Year Award in recognition

of his outstanding leadership

skills, his contributions to infant

and child health, his exceptional

dedication to continuing medi-

cal education, his community

service and his clinical excel-

lence. Dr. Diana Metzger, Presi-

dent of the Delaware Academy
of Family Physicians Research

and Education Foundation, was
the recipient ofthe Distinguished

Service Award in recognition and

appreciation for her outstanding

leadership and dedicated ser-

vice to the Foundation. Dr. Louis

Centrella received a Citation in

recognition of at least 25 years

as a member of the Academy
and for dedicated service to the

citizens of Delaware.

This is the 50th anniversary of

the American Academy of Fam-
ily Physicians, and efforts are

being made in Delaware to help

the poor and homeless, espe-

cially during the week of Octo-

ber 20-26, 1997.

I would also like to extend spe-

cial thanks to Anne Bader for her

efficiency and unwavering dedi-

cation, as well as for her ability

to keep all of the Academy event

running smoothly. We all ap-

preciate her help.

S. Padmalingam, M.D.

President

The report was filed.

THE DELAWARE ACADEMY
OF DERMATOLOGY, INC.

Although our specialty contin-

ues to make great strides with

respect to its rich clinical diver-

sity, as well as building on its

ever increasingly strong basic

science foundation, managed
care and continued intrusions

by federal agencies still make
practicing dermatology some-
thing akin to running hurdles

through a minefield.

Managed care companies con-

tinue to prohibit the use of the

most cutting edge therapeutic

modalities in their efforts to con-

trol costs (and increase their

quarterly earnings). This can be

in the form of very limited der-

matologic formularies that many
insurance companies are adopt-

ing or, sometimes, the outright

denial of care when a certain

therapeutic modality is re-

quested/utilized by one of us.

For example, some very restric-

tive drug formularies offer only

certain topical steroids which, if

utilized in certain conditions, can

result in deleterious side effects

(e.g., the misuse of a fluorinated

mid-strength topical steroid for

intertriginous areas because it is

the only choice available).
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With respect to denial of care,

phototherapy can be the only

efficacious therapeutic modal-

ity for generalized pruritis but

can be denied by some insur-

ance companies.

Some new HMOs beginning to

infiltrate the Delaware market

refuse reimbursement on exci-

sion of benign lesions, even if

there is a concern that what is

being excised may be atypical

or malignant. For example, in

the case of one well-known in-

surer that is new to this area, a

pigmented lesion that is excised

because it appears clinically wor-

risome will result in no reim-

bursement if the pathology

shows that the lesion in question

is not malignant!

To add insult to this injury, the

constant obligatory use of cer-

tain commercial labs for the ex-

amination of skin biopsies - even

after demanding that the speci-

men in question be examined by

a qualified dermatopathologist -

has been less than ideal. In

some cases where specific tests

are requested (e.g., direct im-

munofluorescent exam of skin

specimens), far too often the

specimen in poorly handled and

processed incorrectly. (In one

recent case, a skin biopsy sent

for direct immunofluorescence

was processed as a renal calcu-

lus!)

Commercial laboratories that are

contracted by these HMOs don’t

even supply the appropriate con-

tainers/culture medium in order

to properly obtain and transport

certain specimens. For ex-

ample, none of the major com-
mercial labs servicing Delaware

are willing to provide any of us

with appropriate fungal culture

medium so that we can correctly

obtain specimens in order to

more accurately assess clinical

disorders!

With respect to the Federal Gov-

ernment, it has begun to intrude

not only what one can treat, but

how one can treat. In other

states, Medicare is now battling

with dermatologists over reim-

bursement for actinic keratoses,

sun-induced precancerous le-

sions. In some states such as

Florida, these lesions can only

be removed surgically under

certain circumstances and/or if

they are on certain locations of

the body. More and more der-

matologists are being forced to

use topical 5-Fluorouracil which,

although useful in many in-

stances, can induce allergic and

intolerable reactions in many
patients.

Finally, the need to exempt der-

matologists from the Clinical

Laboratory Improvement
Amendments (CLIA) is another

issue that is of great concern to

us all. CLIA is one of the most

inefficient, intrusive and money-
wasting programs in the federal

government that doesn’t help in

providing better patient care. It

has forced many of us to have to

rely on the commercial labs that

have monopolized the market

and which perform horribly in

many instances where once we
could have more satisfactorily

dealt with simple lab procedures

(e.g., skin fungal cultures) in a

much more efficient way that

made practicing dermatology

better for patients.

The Delaware Academy of Der-

matology, Inc., will continue to

cooperate with our national or-

ganization, the American Acad-
emy of Dermatology, in making

known to the medical commu-
nity at large what we consider to

be important issues to our spe-

cialty and to the welfare of our

patients.

Michael Saruk, M.D.

President

The report was filed.

DELAWARE SOCIETY OF
INTERNAL MEDICINE

The Delaware Society of Inter-

nal Medicine has met several

times this year. I am pleased to

report that the Chapter size has

increased from 48 to 71 mem-
bers over the past year. Nation-

ally, we have been active in

lobbying key members of Con-

gress on Medicare payment re-

forms, as well as other Medicare

issues of interest to internists.

Of particular interest, the ASIM
and American College of Physi-

cians have set in place the frame-

work for a merger of the two

organizations at the end of 1 998.

The new organization, which will

be called ACP-ASIM, will give

general internists as well as

subspecialists a unified voice in

matters of interest to them.

The Chapter continues to meet

twice a year with members of

the Pennsylvania, Maryland and

Washington, DC Chapters.

These meetings are usually held

with members of the local Medi-

care carrier, and we are actively
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involved in the transition to Trail-

blazers, the new Medicare car-

rier.

A twice yearly newsletter has

been started.

ASIM continues to be a leader

for internal medicine on national

policy and payment reforms. By

increasing strength on the local

level, our opinions are heard at

the national level.

John F. DeCarli, D.O.

President

The report was filed.

THE AMERICAN COLLEGE
OF OBSTETRICIANS AND
GYNECOLOGISTS -

DELAWARE SECTION

In response to the rapidly chang-

ing health care environment and

how these changes have af-

fected the way a woman ac-

cesses medical care, ob/gyns

across the country have become
more politically active. In 1994,

the first legislation was intro-

duced and passed in California

addressing the concerns of ac-

cess. Since 1 994, ob/gyns in 27

other states have played a role

in the passage of laws or regula-

tions addressing a woman’s right

to access care provided by her

ob/gyn.

Delaware is the smallest Sec-

tion of District III, which includes

the states of Delaware, New
Jersey and Pennsylvania. Both

Pennsylvania and New Jersey

have a large number of ob/gyns

(1,500 and 1,100 respectively)

and both have a history of suc-

cessful legislative initiatives. In

light of its size, the Delaware

Section had not previously been

politically active. However, the

changes alluded to above have

precipitated a reevaluation of

this position and a change in

direction.

After a review of the efforts

throughoutthe country, the Dela-

ware Section made the decision

to take a step in the same direc-

tion. However, because of its

small size and the magnitude of

the effort that would be needed,

it was clear that the Delaware

Section faced considerable chal-

lenges.

To meet these challenges, the

Delaware Section, with the as-

sistance of District III, estab-

lished a combined Section of-

fice with the New Jersey Sec-

tion. The Pennsylvania Section

established an independent of-

fice in Harrisburg. The estab-

lishment of this combined Dela-

ware/New Jersey office is unique

within ACOG and, as a result, is

a candidate for a national award.

The primary purpose of this of-

fice was to allow the Delaware

Section to develop and pursue a

legislative initiative. This was
identified as being a priority by

the members of the Delaware

Section. The Section’s first po-

litical initiative began in the sum-
mer of 1996 and ended on July

1 5, 1 997, when Governor Carper

signed Senate Bill 78 into law.

This initiative was a major un-

dertaking for the Delaware Sec-

tion and involved the efforts of

ob/gyns throughout the state.

Public meetings and discussions

aboutS.B.78wereheld through-

out the state during this process

and elevated the concepts of

equity and quality care for

women to a level not previously

realized in Delaware. Women
and women’s groups throughout

the state embraced these con-

cepts and provided a level of

support that could not be ig-

nored.

In addition to the ability to ini-

tiate and impact legislation which

improves the lives of the women
we care for and serve, there

were other modest objectives

set for this office. These objec-

tives included efforts to improve

access and communication be-

tween Section members and
Section leadership to improve

the ACOG presence within the

state and to begin to gain recog-

nition within the state as being

one of Delaware’s leading advo-

cates for women’s health. The
Delaware Section is committed

to a continuing effort to reach

these goals and objectives.

In this coming legislative ses-

sion, the Delaware Section will

be following other proposed leg-

islation with interest. Among
those are the proposed three

part tobacco legislation recently

highlighted by the Governor
(H.B. 194, H.B. 248 and S.B.

223). Another isH.B. 211, which

will be discussed later in this

report.

The Delaware Section supports

efforts at smoking cessation, as

well as efforts to prevent the

start up of smoking, especially

among adolescents. The long

term adverse effects on health

as a result of smoking are well

documented. The long term
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economic and human costs to

society as a result of the physi-

cal dependence of nicotine are

also well documented. Efforts

to reduce the human and eco-

nomic loss through education

and prevention should be pur-

sued vigorously and with intent.

H.B. 194, H.B. 248 and S.B. 223

may be significant first steps in

this direction.

The Delaware Section could not

support H.B. 211 as written in

the last session. H.B. 211 is

called the Partial Birth Abortion

Ban Bill and is named and mod-
eled almost identically after fed-

eral legislation (H.R. 1122). Leg-

islation, by nature, is often

broadly or imprecisely drawn and

this is particularly the case with

both H.B. 211 and H.R. 1122.

For example, both proposed

bans use terms not recognized

by ob/gyns whose conduct the

law would criminalize. During

the debate in the House on H.B.

211, the criminal component of

the bill was lessened. However,

both bills fail to distinguish be-

tween natural and induced preg-

nancy termination and between

different stages of gestation.

H.B. 211 purports to address a

single procedure, some ele-

ments of which are used in other

areas of obstetrics and gynecol-

ogy, but it does not carefully

define the procedure. Finally, it

does not limit its scope to tech-

niques performed after viability,

thus potentially affecting proce-

dures at all stages of pregnancy.

Zealous enforcement could ar-

guably extend to cases of in-

complete miscarriage where re-

moval of the fetus is accom-
plished by the same technique

as an induced abortion or to

many gynecologic and obstetric

procedures where the fetus is

living when the procedure be-

gins.

The concerns that criminal sta-

tus would be interpreted or en-

forced beyond a specific tech-

nique of pregnancy termination

is not unfounded. In legislation

whose political discussion has

reflected much confusion about

medical terminology and tech-

nique, the likelihood for misin-

terpretation is high. Such laws

could have a chilling effect on

the practice of medicine leading

doctors with an understandable

fear of prosecution to avoid

medical procedures or surgical

techniques that may fall within

the scope of such legislation. In

this regard, the intervention of

legislative bodies into medical

decision making is inappropri-

ate, ill-advised and, perhaps,

dangerous.

In notsupporting legislation such

as H.B. 211 or H.R. 1122, it must

be clearly stated that neither the

Delaware Section or ACOG has

ever supported post-viability ter-

minations except for the consti-

tutionally protected exceptions

of saving the life or health of a

woman.

ACOG has a long history of rec-

ognizing the diversity of opinion

on pregnancy termination and

of advocating the need to re-

duce the number of pregnancy

terminations in the U.S. This is

reflected in the 1993 ACOG
Policy Statement on Abortions

which said, “The need for abor-

tions other than those indicated

for serious fetal anomalies or

conditions which threaten ma-

ternal welfare, represent failures

in the social environment and
the educational system. The
most effective way to reduce the

number of abortions is to pre-

vent unwanted and unintended

pregnancies.” The ACOG con-

tinues to believe that this policy,

not legislative intervention into

private, protected medical deci-

sions, is the best means of reach-

ing a shared local and national

goal of reducing pregnancy ter-

minations.

At the national level, the AMA
and the ACOG have agreed to

disagree regarding the AMA’s
recent actions in support of the

federal legislation, H.R. 1122.

The AMA’s support for such leg-

islation presents a significant de-

parture from previous AMA po-

sitions in which the AMA has

argued before the Supreme
Court that a doctor’s discretion

must be retained. In doing so,

the AMA stood firm on two im-

portant principles. The first prin-

ciple is that a physician must be

free from government interfer-

ence as we carry out the respon-

sibilities of the medical profes-

sion. This freedom must include

the ability to determine, in con-

sultation and cooperation with

the patient, the best method of

providing health care services.

The second principle is that a

woman has a fundamental right

to have a patient-doctor rela-

tionship in which only she and

her doctor choose whether and

how pregnancy termination ser-

vices are provided. If the AMA
hasabandoned these principles,

its position as a leadership orga-

nization in medicine would suf-

fer. The doctor-patient relation-

ship would be significantly weak-

ened.
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As the Medical Society of Dela-

ware remains unified with the

AMA, the Delaware Section for

all the reasons noted above as

relates to both H.B. 211 and

H.R. 1122, respectfully agrees

to disagree with the Society’s

support of H.B. 21 1 . However,

the Section wishes to recognize

the leadership that Doctor

Howard and the Society have

demonstrated in addressing this

difficult issue.

Richard W. Henderson, M.D.,

FACOG
Chair

The report was filed.

DELAWARE ACADEMY OF
OPHTHALMOLOGY

The Delaware Academy of Oph-

thalmology has been active this

past year in many areas. Mem-
bers participated in a vision

screening project in April in con-

junction with the Lions Club. Dr.

Richard Sherry, our councilor to

the American Academy of Oph-

thalmology, participated in the

“Beach Day” Program on Sep-

tember 19, 1997, in conjunction

with the Medical Society. We
hope to increase our efforts in

this area by developing more
projects in association with the

American Academy of

Ophthalmology’s Diabetes 2000

and Glaucoma 2001 projects.

Many of our members also pro-

vide eye care to the disadvan-

taged elderly through the Acad-

emy of Ophthalmology’s and

National Eye Care Project. By

calling an 800 number, patients

are referred to local ophthalmolo-

gists who volunteer their ser-

vices.

Our Society, like many others, is

concerned about quality of care.

Optometrists in many other

states have been seeking privi-

leges to use excimer lasers to

perform photorefractive proce-

dures. Court rulings have pro-

hibited optometrists from doing

so, but in many states legisla-

tive initiatives are underway to

allow optometrists to perform

these surgical procedures. Our
Society is very concerned that

“definition of surgery” language

be clearly defined in the Medical

Practice Act to clearly define

these procedures as surgery and

limit their performance to quali-

fied physicians. We would like

to work with other surgical spe-

cialty societies as well as the

Medical Society and the Board

of Medical Practice as a coali-

tion to define the practice of

surgery, including laser surgery.

We sponsored a planning re-

treat in May 1 997 with the Ameri-

can Academy of Ophthalmol-

ogy and our executive commit-

tee. Beverly Dieffenbach of the

Medical Society also attended.

We feel our relationship with the

Medical Society is important and

are looking forward to continue

to work with the Medical Society

on mutually important projects.

We are in the process of inter-

viewing candidates for the posi-

tion of part-time executive di-

rector to help our society grow

and better serve our members,

who represent the 80 percent of

the ophthalmologists in our state.

Dorothy M. Moore, M.D.

President

The report was filed.

DELAWARE CHAPTER OF
THE AMERICAN COLLEGE
OF PHYSICIANS

It has been an extremely busy

year for the Delaware Chapter

of the American College of Phy-

sicians. The highlight of our

year is undoubtedly the award-

ing of a Mastership to William J.

Holloway, M.D. at the Annual

Meeting of the American Col-

lege of Physicians in Philadel-

phia on Saturday, March 22,

1997. Dr. Holloway is only the

second Master ever so honored

in the State of Delaware.

The Regional Meeting of the

Delaware Chapter of the Ameri-

can College of Physicians was
held on Sunday, February 23,

1997, and was a rousing suc-

cess. Members were treated to

lectures on Ophthalmology for

the Internist, Chronobiology and

Therapeutics, and an Update on

Diabetes. The Leonard P. Lang

Award was given to James H.

Newman, M.D., FACP. Named
Laureates for the Delaware
Chapter for the 1997 year were

Bernadine Z. Paulshock, M.D.,

FACP, and Norman P. Jones,

M.D., FACP.

During the summer, two medi-

cal students, John Fiss and Alan

Dow, participated in the Internal

Medicine Mentoring Program in

the offices of Doctors Jarrell,

Benson, Giles and Sweeney in

Dover. This has been a tremen-

dous success. We are hoping to

foster careers in Internal Medi-

cine, particularly in the lower

two counties of Delaware, with

this program.
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The Associates program was
quite busy with two Journal Clubs

held during the year, and the

Associate Member Picnic, which

was held on Saturday, Septem-

ber 6, 1997, at Brandywine

Springs Park. This activity has

always been well received and

will continue as our major Asso-

ciate function in years to come.

The Delaware Chapter of the

American College of Physicians

continues to be active in the

health and public policy arena

and expects this to increase, as

it is anticipated that within the

next six months the American

College of Physicians and the

American Society of Internal

Medicine will merge into one

organization.

Joseph A. Kuhn, M.D., FACP
Governor

The report was filed with spe-

cial commendation to Dr. Wil-

liam Holloway on his election

as Master to the American
College of Physicians.

PSYCHIATRIC SOCIETY OF
DELAWARE

The Psychiatric Society of Dela-

ware continues to advocate for

those who have mental illness

or mental illness in their fami-

lies. We continue to have close

association with The Alliance for

the Mentally III in Delaware and

The Mental Health Association.

Our main objective has been to

see the parity bill, HB 156, en-

acted into law. We will work with

the Medical Society to reach ef-

fective compromise language to

allow passage of this bill in the

Senate without it being entirely

disemboweled.

We continue to monitor the

changes in managed care and

to attempt to advocate for fair

and equitable coverage for men-
tal illness. In addition, we are

striving to create a greater aware-

ness and understanding of men-
tal illness amongst the medical

community. The consolidation

of managed care in the mental

health field outpaces that in the

physical medicine fields and is

of great concern. Currently, two

companies have control over half

of the covered lives in the United

States for mental health cover-

age.

The major thrust of the Psychi-

atric Society is to increase mem-
ber participation and to improve

communication with our mem-
bers. A number of events have

been planned to enhance atten-

dance and participation.

Beginning in 1998, the Psychi-

atric Society will be jointly spon-

soring an eight-part medical edu-

cation series open to the entire

medical community as a re-

fresher course, covering eight

major areas in medicine. There

will be CME credits for this and

all members of the Medical So-

ciety of Delaware are invited

and encouraged to participate in

this Saturday morning series.

Neil S. Kaye, M.D.

President

The report was filed.

DELAWARE CHAPTER OF
THE AMERICAN COLLEGE
OF SURGEONS

The Delaware Chapter of the

American College of Surgeons
held its Annual Business Meet-

ing on January 23, 1997, at the

University and Whist Club. The
activities of the Chapter for the

past year were summarized by

the President, Rafael A.

Zaragoza, M.D. He reported

that the ACS is encouraging

Chapters to expand their role

and experience with the Medi-

care Carrier Advisory Commit-
tee. It is believed that the Advi-

sory Committee offers the unique

opportunity to have a direct im-

pact on local Medicare cover-

age and payment issues. It was
approved that a representative

from the Chapter should be in-

volved with the Advisory Com-
mittee. Dr. Dennis Witmer
brought up the issue of delayed

and denied payments by insur-

ance carriers. Since this is a

problem that involves physi-

cians’ offices other than just sur-

geons, it was decided that this

would be brought to the atten-

tion of the Medical Society of

Delaware. Dr. Shah Morovati

summarized the highlights of a

meeting of the American Col-

lege of Surgeons Board of Gov-

ernors held in Chicago in Octo-

ber 1996. Dr. Dennis Witmer,

Chairman of the Cancer Liaison

Committee, and Dr. Glen
Tinkoff, Chairman of the Trauma
Liaison Committee, reported on

their respective committees.

Drs. Rafael Zaragoza, Dennis

Witmer and Shah Morovati met

with the Delaware Congressional

Delegation on Capitol Hill on
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April 10, 1997. They empha-
sized to the representatives of

our Congressmen the position

of the American College of Sur-

geons on the issues of resource

based practice expenses and the

Medicare fee schedules, pay-

ment for physicians for assis-

tants at surgery and graduate

medical education funding.

Dr. Thomas Barnett attended the

American College of Surgeons

Young Surgeons Meeting in April

1997.

In May of 1997, Dr. Rafael

Zaragoza attended the Annual

Chapter Officers Seminar held

in Chicago. These seminars are

held to inform the College’s lo-

cal leadership about the current

status of legislative and regula-

tory activities affecting surgical

practice, to provide an opportu-

nity for officers and administra-

tors to meet their peers from

other College chapters and to

familiarize chapter officers with

the services and programs the

College provides to its chapters.

The Chapter welcomed three

new inductees to the American

College of Surgeons: Dr. Elijah

Stanton Atkins III of Wilmington;

Dr. George D. Giannoukos of

Newark; and Dr. Michael R.

Zaragoza of Dover.

The Annual Continuing Educa-

tion Seminar will be held on

October 25, 1997, at the Dela-

ware Academy of Medicine

Building followed by a Dinner

Dance at the Wilmington Coun-

try Club. These functions will be

held in conjunction with the Dela-

ware Orthopedic Society’s An-

nual Meeting. Dr. Dennis Witmer

is in charge of the CME Program

and Dr. Diana Dickson-Witmer

is the Program Chair.

Rafael A. Zaragoza, M.D.

President

The report was filed.

DELAWARE UROLOGICAL
SOCIETY

The Delaware Urological Soci-

ety remains active in govern-

ment health policy affairs, par-

ticularly in the area of Medicare

payment. As we all know, the

Medicare physicians payment in

1998 will be noticeably different

in many specialties due to

changes in reimbursement poli-

cies enacted by Congress in re-

cent years.

The president of the Delaware

Urological Society was selected

by the American Urological As-

sociation and other surgical spe-

cialties to open dialogue with

Senator Roth (the powerful

Chairman of the Finance Com-
mittee) on present and future

government health care laws and

policies. This was done in June

of 1997. The meeting was very

cordial and successful. The
Senator’s office and Dr. Raney
agreed to continue this commu-
nication in the future as often as

needed.

Other issues of concern to urolo-

gists are the rapid changes in

the delivery of health care being

dictated by managed health care

in recent years, faster than they

can be absorbed.

The next annual meeting of the

Delaware Urological Society will

be held on October 31, 1997.

Some of the basic issues of con-

cern will be discussed.

Alex M. Raney, M.D., F.A.C.S.

President

The report was filed.

REPORTS OF LIAISONS
AND REPRESENTATIVES

DELAWARE HEALTH CARE
COMMISSION, DEPARTMENT
OF HEALTH AND SOCIAL
SERVICES

During fiscal year 1 997, the Dela-

ware Health Care Commission
undertook the following initia-

tives:

• Insurance Reform

• Reducing the Uninsured

• Educational Projects

Educational Seminars

Communication with General

Assembly and Public

Updated Demographic Reports

on Uninsured

Cancer Education Plan

• Primary Care Pilot Projects

Downstate Residency

Rotations

Telemedicine

• Cancer Initiative

• DIMER Administration

• Feasibility Study on Medicaid

Managed Long-Term Care

Services for Elderly Persons

and Persons with Disabilities
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• Six-Point Managed Care Plan

of Action

Health Information Compo-
nents:

1. Patient Satisfaction Sur

vey

2. Public/Private Statewide

Data Collection Initiative;

Delaware Health Informat-

ion Network

3. Spending Reports

Cost Containment Component:

4. Analysis and Recommen-
dations on Financing and

Cost-Shifting

Managed Care Transition and

Regulation Component:

5. Analysis and Recommen-
dations on Managed Care

Transition and Regulatory

Structure

Education Component:

6. Statewide Symposium

A number of these projects

have been carried to completion,

such as the Statewide Symposium

entitled “Focus on the Future:

Strategic Choices fora Healthier

Community.” (The program is

scheduled for November 3,

1997, to be conducted at the

University of Delaware’s Clayton

Hall.)

Other activities of general inter-

est to the membership of the

Medical Society include the on-

going administration of the

DIMER Program by the Dela-

ware Health Care Commission,

the institution of a downstate

elective residency rotation for

New Castle-based primary care

residents and the ongoing in-

vestigation of Telemedicine

needs and capabilities for the

State of Delaware (conducted in

conjunction with interested par-

ties from the Delaware Acad-

emy of Medicine, the Medical

Society of Delaware, the

Christiana Care Health System
and the Delaware Health Care

Commission). Over the course

of the past year a number of

open meetings have been con-

ducted dealing with such issues

as Managing Managed Care and
its Implications, as well as a

Cancer Initiative for the State of

Delaware.

The Delaware Health Care Com-
mission, its staff and members
continue to work diligently to-

wards achieving our primary mis-

sion “To provide basic, afford-

able, equal quality, accessible

health care to all Delawareans.”

Joseph A. Lieberman III, M.D.,

M.P.H

Member, DHCC

The report was filed.

DELAWARE MEDICAL
POLITICAL ACTION
COMMITTEE (DELPAC)

The year for DELPAC has to be

reviewed in the light of efforts

made and results achieved both

in Delaware, which is the focus

of DELPAC, and nationally,

which is the province ofAMPAC,
with which DELPAC is affiliated

and to which a portion of its

members’ dues is contributed.

In chronicling this past year, the

primary areas of concern are:

• Membershipand Fundraising :

The past year started with

disappointing membership
figures both in Delaware and

nationally. Fortunately, there

was a mid-year rally in mem-

bership to equal the previ-

ous year’s levels in AMPAC.
Regrettably, Delaware did

notjoin in the trend. DELPAC
had 86 members in 1997

compared to 116 in 1996.

On average, only 14 percent

of the practicing physicians

in Delaware are members of

DELPAC and AMPAC. This

compares very unfavorably

with other professional

groups that aim to have po-

litical influence. These have

over 95 percent of their mem-
bers contributing to their re-

spective PACs.

Fundraising in DELPAC is

derived solely from mem-
bership dues. We have no

special fundraising efforts re-

questing members to make
additional contributions.

Such requests are a stan-

dard and frequent practice in

many PACs especially when
issues important to them are

under consideration. These
extra-funding requests are

met with generous response

by the members of the more

influential PACs. To be fair

to the current members, at

this time, DELPAC should

attempt to increase its mem-
bership rolls as its only

fundraising strategy.

• Candidate Support : The fol-

lowing candidates, elected

officials and political com-
mittees received support

from DELPAC since the last

election: Citizens for Van
Sant, Committee to Elect

Colin Bonini, Committee to

Elect Dori Connor, Commit-

tee to Elect Patricia Blevins,

Committee to Elect Dennis
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Meeting of Reference Committee C.

P. Williams, Committee to

Elect Arthur L. Scott, Repub-

lican Legislative Campaign
Committee, Democrats ‘98,

Democratic State Commit-

tee, Committee to Elect Bob
Gilligan, Committee to Re-

Elect Donna Reed, and Citi-

zens for Liane Sorenson.

The above were given sup-

port because they promote

legislation fostering patients

protections and quality medi-

cal care. Party affiliation was
not a factor in offering sup-

port. DELPAC is a non-par-

tisan entity.

Lobbying and Legislative

Physician Program : Again

this year, the MSD was rep-

resented by Mr. Philip Corrozi

in the state legislature.

DELPAC wishes to thank him

for a job well done. The
legislative physician program

continues to be staffed by

physicians of the MSD. More
physicians representing

more areas of medicine and

different areas of the state

are taking part in this

program and doing an

effective job of present-

ing medicine’s message
to our legislators.

• Successes : Politi-

cally speaking, this year

has been a very suc-

cessful year for medi-

cine. On the national

level, unreasonable cuts

in Medicare have been

averted, antitrust regu-

lations that were tar-

geted solely against

physicians have been

dropped, FDA oversight

of tobacco use has been in-

troduced, and a vigorous

movement to regulate man-
aged care has developed.

AMPAC has been
complimented by “Roll Call,”

the newspaper of Capitol Hill,

as one of the most effective,

if not the most effective, of

the national lobbying groups.

In states across the nation,

bills have been introduced

and passed to guarantee

patient rights and due pro-

cess for physicians. Though
Delaware has lagged in these

developments, two important

bills have been introduced.

The first is Senate Bill 194,

which grants due-process to

physicians in the selection/

deselection process. The
second, House Bill 384,

would direct all health insur-

ance companies licensed in

Delaware to provide a point-

of-service plan for their sub-

scribers, thereby protecting

patient choice and the pa-

tient-physician relationship.

• Goals for 1998 : The coming
year looks to be another chal-

lenging year in our efforts to

achieve meaningful protec-

tions for our patients. The
Patients’ Rights initiatives

are gaining momentum and
are important political issues

for all candidates seeking

elected office at every level

during the mid-term elections

in November. Every congres-

sional office visited by the

officers of MSD agrees with

this appraisal. One of the

members of our own Sena-

tor Roth’s staff commented
that, “There is no issue that

unites those from every po-

litical group more than their

hatred of managed care!”

And a Wall Street Journal

article presented Monday,
November 17, 1997, titled

“All Sides Get Ready for Push

to Regulate Managed Care,”

describes the impressive

support for this regulation.

This is the only issue that

can engender vigorous bi-

partisan backing.

Now is the time to enact the

legislation that will bring quality

back to medicine. It is also the

time to modify ERISA so that

insurance companies are held

responsible for the damage they

do to patients when they deny

care. In Delaware, it is time to

pass HB 384 and SB 194. All of

these and other worthy efforts

will not be possible without more

and more involved members of

DELPAC. Enlarging our mem-
bership must be our first priority.

I cannot close this report without

very deserved expressions of

appreciation. Thanks to Beverly
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Dieffenbach for her excellent

help this past year in coordinat-

ing the efforts of DELPAC. I

also wish to thank Dr. Jorge

Pereira-Ogan for his supportive

camaraderie in these political

matters and extol the excellent

work he does as chair of the

Public Laws Committee.

Martin G. Begley, M.D.

Chair

The report was filed.

LEGISLATIVE SPECIALIST

The first session of the 139th

General Assembly started with

the uncertainty that follows with

new leadership and ended with

a feeling of efficiency. There

were no big issues, no major

disputes regarding state spend-

ing, and little fighting between

the legislative bodies,

Governor’s office, and political

parties. They came to Dover in

January, did their work, and went

home early on July 1st. There

were numerous health care bills

introduced in this session, but

there is still no clear direction of

where Delaware is going with

managed care. There are some
issues that have to be dealt with,

but so far they are being resisted

by the Governor’s office and,

most importantly, by the Dela-

ware Health Care Commission.

We will continue to push the

Society’s agenda during the sec-

ond session of the 139th Gen-
eral Assembly.

• Bills Introduced by the

Society:

HB 194 (Blevins), to provide

requirements for managed

care organizations for appli-

cations and termination of

health care professionals.

This bill is a priority of Sen.

Blevins.

HB 384 (Maier), to require

HMO’s to offer eligible en-

rollees the chance to obtain

coverage for out-of-network

services through a “point of

service” plan. Both bills will

be the Society’s legislative

priorities for the second ses-

sion.

SB 85 (Bair), to provide im-

munity for all physicians and

nurses who volunteer medi-

cal services in or on referral

by a medical clinic run by a

non-profit agency (the same
as HB 124, the Society’s bill

that passed the House last

year) was kept in committee

and did not come up for a

vote.

• Other Health-Care

Legislation:

HB 156 (Maroney), the men-

tal health parity bill would

provide equal insurance cov-

erage for mental and physi-

cal illnesses. The bill passed

the House with several

amendments the morning of

July 6, 1997, and did not

come up before the Senate.

HB 211 (Buckworth), the

“partial birth” abortion bill

would ban this procedure

except to save the life of the

mother. The Society’s

amendment eliminating the

criminal penalty was ac-

cepted prior to passage of

HB 211 by the House. The

Senate did not bring this bill

up for a vote.

HB 276 (Maroney/Maier),

creates the Delaware Health

Information Network, a pub-

lic-private partnership under

the Delaware Health Care

Commission, to develop and

maintain a community-based

health information network

to compile and communicate
patient, clinical and financial

information. The board will

include three members from

the Medical Society of Dela-

ware. It passed both the

House and the Senate and

was signed by the Governor

on 7/15/97.

SB 20 (Blevins), relating to

the Board of Medical Prac-

tice. Passed the Senate and

House with compromise lan-

guage that will allow the

Board of Medical Practice

access to medical records in

cases where peer review re-

sulted in action, but will not

allow access to actual peer

review records, as originally

proposed. The bill was
signed by the Governor 6/

30/97.

SB 78 (Blevins), relating to

OB-GYN services, has two

provisions. It will allow di-

rect access to OB-GYN care

without a referral from the

primary care physician and it

will allow female insureds to

designate an OB-GYN who
meets the insurance plan’s

standards and who requests

such designation as the pri-

mary care provider. SB 78

was signed by the Governor

7/15/97.
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HS1 for HB 315 (Oberle),

would provide immunity for

physicians who report a pa-

tient who “poses a reason-

ably foreseeable threat of

harm in operating a motor

vehicle” to the Division of

Motor Vehicles and states

that no such report shall be

deemed a violation of pa-

tient confidentiality. The bill

passed the House with an

amendment that includes

optometrists, chiropractors,

and podiatrists, but did not

come up for a vote in the

Senate.

For copies of any of these bills,

please contact the Medical So-

ciety.

Since mostly all physicians are

in business, and since Govern-

ment has a habit of intruding in

business, I thought you might

like to have some idea of how
your tax dollars are spent.

Growth in revenue generated

$108 million. The total operat-

ing budget (General Fund) for

FY 98 will be $2.09 billion, up

from $1 .98 billion in FY 97 which

is a 5.5 percent increase. Most

of this increase was created by a

3 percent increase in state em-
ployees salaries.

Operating Budget
FY 97 $1,979,400,000

FY 98 $2,097,800,000

Twenty-First Century Fund
FY 97 $79,600,000

FY 98 $34,250,000

Transportation Trust Fund
FY 97 $174,300,000

FY 98 $170,700,000

Bond Bill Authorization

(Infrastructure - Roads, etc.)

FY 97 $267,600,000

FY 98 $320,2000,000

Grant-in-Aid

FY 97 $26,600,000

FY 98 $27,013,000

TOTAL
FY 97 $2,527,500,000

FY 98 $2,649,963,000

The cost of this year’s Capital

Budget (Bond Bill) is $320 mil-

lion. Public works projects will

cost $179.8 million, with the

Transportation Trust Fund (De-

partment of Transportation Bud-

get) using $124 million.

The Twenty-First Century Fund

(created with approximately

$220 million received from the

escheat fund dispute with the

State of New York) will have

$34.2 million to disburse to

projects such as Open Space,

Farmland Preservation, Parks

Endowment, Neighborhood
Housing Revitalization, and
Water and Wastewater Infra-

structure to name a few. The
Bond Bill also includes $12 mil-

lion in surplus revenues to be

distributed to local governments

for road and sewer projects, po-

lice, and fire radio service.

Included under public works

spending is $37.7 million for

school renovations, and $60.3

million for prison construction,

and renovation projects. The
three schools of higher learning

(Delaware Technical and Com-
munity College, the University

of Delaware, and Delaware State

University) will receive $9 mil-

lion each.

Other expenditures of interest

include $2 million for the Port of

Wilmington, $500,000 for the

new Justice Center, and $10
million for the Delaware Eco-

nomic Development Office stra-

tegic fund.

Grants in Aid bill totaled $27
million this year, a $400,000 in-

crease over last year. Most of

this will go to facilities for senior

citizens and social services

agencies.

This is just a snapshot of the

spending plan for Delaware in

FY 98. If anyone has any ques-

tions, please feel free to contact

me.

Philip J. Corrozi

Legislative Specialist

The report was filed.

MEDICAL SOCIETY OF
DELAWARE ALLIANCE

1997 has been a great year. We
started in January with a legisla-

tive meeting in Doverwith guests

Senator Patty Blevins and Rep-

resentative Pam Maier, both of

whom chair health and social

service committees. We were

so pleased to have not only our

members attend but also mem-
bers of the Medical Society of

Delaware staff. We gained in-

sight and gave input into the

health issues that were going to

be addressed.

In February, the New Castle

County Alliance held its ninth

wine-tasting dinner at the Hotel

du Pont. This affair raised over

$9,000 forthe Henrietta Johnson
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Health Center’s Capital Cam-
paign Fund. DuPont Merck

agreed to match physicians’ con-

tributions to this fund up to

$100,000. So we were all very

happy we could make such a

significant contribution.

In April of 1997, Llyn Balakhani,

the president-elect for the New
Castle County Alliance, and I,

as president of the New Castle

County Alliance, attended a lead-

ership training course sponsored

by the AMA in Los Angeles.

This course gave extensive and

intensive training in speech writ-

ing and speech giving as well as

insight into the media’s handling

of medical news.

In May Mary Colbourn held a

membership coffee/shelter

shower. The shower benefited

Martha’s Carriage House, a

Child, Inc.-sponsored shelter for

battered women and children.

In addition to many donated gifts,

checks totaling $1 ,020 were pre-

sented. Nancy Doorey very gen-

erously matched our donations

to make this our most success-

ful shower ever.

The Alliance’s annual meeting

was held at Wild Quail Country

Club in Dover in May to pay

tribute to outgoing officers and

install our new officers.

The Alliance’s new year has

brought membership coffees in

all three counties. SueSalibain

Sussex County, Lyzbeth
Arellano and Elaine Bradley in

Kent County and Llyn Balakhani,

Robbie Chabalko, and Mary
Colbourn in New Castle County

made these possible.

On November 22, 1997, the

spouses of physicians will meet
in the Greenville Suite of the

Hotel du Pont for both a social

meeting and a business meet-

ing, followed by a program given

by three of our plastic surgeons,

Doctors Mehdi Balakhani, Basilio

Bautista, and Jonathan
Saunders.

Again this coming year, in Janu-

ary 1998, we will have a legisla-

tive meeting in Dover with Rep-

resentative Jane Maroney, who
is nationally known for her work

for children and health issues.

February 27 will bring our 10th

wine-tasting dinner, and we plan

a trip to Washington and an-

other shelter shower this spring.

And of course we will have our

annual May meeting at Wild

Quail Country Club.

Please tell your spouses to join

us. Drops of water joining to-

gether make big waves, and so

can we.

Marianne Cameron
President, Medical Society of

Delaware Alliance

The report was filed.

PHYSICIANS EMERITUS OF
DELAWARE

The Physicians Emeritus of

Delaware Group meets three

times a year. This year, 1997,

we had meetings on 1/21, 4/29

pnd plan for 10/21. A social hour

begins at approximately 11:30

a.m. and is followed by a lun-

cheon and a speaker.

This year we have had Les
Whitney, M.D., who is President

of the Academy of Medicine,

speak on this subject. The sec-

ond meeting featured Howard
Hoffman, a retired DuPont
Chemist specializing in pharma-
ceuticals, who outlined the his-

tory of pharmaceutical develop-

ment in this country and up-to-

date information. The third meet-

ing scheduled for 10/21 will fea-

ture Jurg Schneider, one of our

own members, who has pub-

lished a book entitled, “Growing

Old Gracefully - No Regrets Al-

lowed.”

In continuing our policy of solic-

iting art donations from our mem-
bers, Shah Morovati, M.D., do-

nated an exceptionally fine origi-

nal painting of his entitled,

“Walker’s Mill.” We are continu-

ing further solicitations of works

of arts by our talented members
for the Academy of Medicine.

Two new projects are being in-

stituted. One is to invite the

widows of our deceased mem-
bers to attend our three meet-

ings of the year. Also, we have

started a project to solicit pub-

lished books by our members.

The Academy’s Librarian, Gail

Gill, has offered to establish a

section in the Library to house

this collection.

Lastly, the group is growing and

the meetings are worthwhile and

interesting for all its members.

Davis G. Durham, M.D.

President

The report was filed.
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STEERING COMMITTEE TO
TRAIN PHYSICIAN
ASSISTANTS IN

CENTRAL DELAWARE

For over a year a number of

professionals and lay persons

have been seeking to develop

an educational program based

in central Delaware to produce

Physician Assistants (PAs). A
number of questions come to

mind immediately. Why, in this

time of doctor surplus, would

one train more care givers? Why
PAs? Why a central Delaware

base?

In spite of many years of a widely

proclaimed national physician

surplus and a very adequate to-

tal numbers of doctors in Dela-

ware, there still remain areas of

shortage, both geographic and

in terms of underserved popula-

tions. There is no reason to

believe this will change. Not all

doctors are suited for practice in

these areas, and those few who
work there frequently are

stressed and stretched beyond

reason making practice there

even more undesirable. Some
do not have time to practice the

kind of medicine they would like.

They need help!

Physician extenders can help

relieve this situation economi-

cally, and PAs are the best an-

swer.

PAs work only in association

with and under the direction of

physicians and thus are of direct

assistance, relieving stress and

pressure and allowing the doc-

tor more time.

The doctor retains his/her own
patients and the responsibility

for them, one level of care.

The PA education includes all

the subjects taught in medical

school - the same breadth,

though not in the same depth.

PAs are imbued with the same
philosophies, traditions and stan-

dards that you have and are

taught by other physicians, as

you were. You can have confi-

dence in them.

They more than pay for them-

selves by enabling the doctor to

see more patients economically.

By covering a greater volume

and finding disease earlier, they

can increase referrals and cura-

tive procedures.

Basing the program in Dover will

give the doctors of central and

southern Delaware better con-

trol over their destinies. They

can select candidates who re-

flect their own philosophies and

appreciate the Kent-Sussex life

style. As the teachers of these

students, they will be their role

models and ideals, and well-

trained graduates will be a source

of pride to all who taught them.

These PAs recruited and edu-

cated in the southern counties

will be more likely to remain and

work there. Based in the central

part of the state, the program

could use all health care oppor-

tunities previously “out of the

loop,” such as the Division of

Public Health and their clinical

centers, other DHSS facilities,

Dover Air Force Base, EMT train-

ing programs and even unique

educational opportunities in

Wilmington, such as Commu-
nity Health Centers. This could

be a bond to tie our whole state

into a single, more coherent

medical community.

Therefore, it is proposed that the

Medical Society of Delaware go

on record by approving this re-

port: 1) that a PA program based
in Dover would be an appropri-

ate activity for those interested

and in keeping with medical tra-

ditions and ideals; and 2) that

the entire Society encourage our

colleagues in these efforts.

E. Wayne Martz, M.D.

Chair of Steering Committee

The report was adopted with

the Reference Committee’s
substitute recommendation:
Because the committee did

not feel there was adequate
support for a P.A. school at

this time, the Medical Society

of Delaware should continue

supporting the education of

physician assistants in this

state and, in addition, the

Medical Society of Delaware
should educate its member-
ship in the use of physician

assistants in their practice.

WEST VIRGINIA MEDICAL
INSTITUTE (WVMI)

This year commenced on a sad

note. In January, Harry Weeks,

M.D., President of West Virginia

Medical Institute died. Dr.

Weeks had been regional and

national leader in peer review

and has been missed since his

passing. This spring Mabel

Stevenson, M.D., who has been

on the WVMI board since 1980,

was elected to succeed Dr.

Weeks. Dr. Stevenson is cur-
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rently director of medical affairs

at St. Mary’s Hospital in Hun-

tington, West Virginia, and a

Clinical Professor of Pathology

at Marshall University School of

Medicine. Dr. Stevenson comes
from a family of physicians, and

her spouse and two children are

doctors. We congratulate her

on her election to the presidency,

and look forward to working with

her in the future.

PRO activities in Delaware re-

main in a similar vein to last

year. The emphasis continues

on looking at patterns of care as

opposed to individual case re-

view. The ultimate goal is where

there is considerable variation

in an important patient care pro-

cess, to see if there is a best

method among the ones being

used. When a best practice

pattern can be validated, the

next step is through education

encourage its widespread ac-

ceptance, thereby improving

care for a large group of pa-

tients. The cooperative cardio-

vascular project and various un-

dertakings on antibiotic use are

specific instances where this has

occurred.

Beneficiary education is also

becoming a greater portion of

WVMI’s activities. Recently we
have seen mammography and

flu vaccination campaigns com-
pleted, and there have been in-

creased rates for these services

among the target populations.

During 1998 there will be less

focus on hospital-based ser-

vices. A physician office study

on diabetic care is one the PRO
is starting in Delaware. These
non-hospital studies will become

The Medical Society's Young Physicians Section

(YPS) Chair, Michael Katz, M.D., with AMA YPS
Chair-Elect, John A. Armstrong, M.D.

more common during

the next several years,

as more care is given in

offices and free-stand-

ing clinics and surgi-cen-

ters. Just considering

inpatient hospitaliza-

tions paints a smaller

and smaller picture of

what happens to patients

in our health care sys-

tem, and so review and

accrediting agencies are

broadening their empha-
sis to insure outpatient

services are reviewed.

Brett Elliott, M.D.

Trustee, WVMI

The report was filed.

MEDICAL SOCIETY OF
DELAWARE YOUNG
PHYSICIANS SECTION

On February 1 3, 1 997, the Board

of Trustees of The Medical Soci-

ety of Delaware approved by-

laws for the creation ofthe Young
Physicians Section (YPS). The
YPS’s mission is to identify and

address the needs, common
problems, issues and interests

of Delaware’s young physicians

and to provide a forum for the

exchange of ideas and informa-

tion. The Section is dedicated to

promoting increased participa-

tion of young physicians at all

levels of organized medicine.

Delaware physicians who are

under forty years of age, or who
have been in medical practice

for less than five years are eli-

gible for MSD-YPS membership.

The YPS will provide input into

MSD policy through representa-

tion in the MSD House of Del-

egates and will provide a mecha-
nism for the representation of

young physicians at the Ameri-

can Medical Association.

The first YPS assembly meeting

was held in September at the

Delaware Academy of Medicine

in Wilmington. Kent, Newcastle
and Sussex Counties sent rep-

resentative delegates who re-

viewed the bylaws and the struc-

ture of the section and estab-

lished goals for the assembly.

Plans were discussed to estab-

lish educational programs for

young physicians to assist in

medical practice management,
the business of medicine and in

working with managed care or-

ganizations. Assembly mem-
bers determined the need to

define the role of the YPS in

graduate medical education and

in continuing medical education.

Political action by and on behalf

of young physicians and their

patients was identified as an area

in which many physicians do not

participate. As health care is a
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highly regulated industry influ-

enced by external political and

business forces which may not

have quality patient care as their

priority, the need exists to edu-

cate young physicians in politi-

cal action and how to best repre-

sent the needs of patients and

physicians. The YPS also made
a commitment to be an active

and visible participant in com-
munity activities with a focus on

children and the young popula-

tion.

YPS physician recruitment was
established as a high priority.

Successful involvement of Dela-

ware physicians in the organiza-

tion would allow the YPS to func-

tion, and to be recognized, as a

strong and legitimate represen-

tative of Delaware young physi-

cians. Assembly members
agreed to contact physicians in

their communities to discuss

section membership. A social

function and reception for young

physicians will be held in con-

junction with the MSD’s Annual

Meeting on Friday, November

21, 1997, with a guest from the

American Medical Association

in attendance.

Governing council elections

were held with the following re-

sults: Michael S. Katz, M.D.,

Chairman; Kelly S. Eschbach,

M.D., Vice Chairperson; Tho-

mas P. Barnett, M.D., Secre-

tary.

The representative assembly

ended the meeting optimistic that

the Young Physicians Section

will have a positive impact on

improving the quality of health

and patient care in Delaware

and is looking forward to work-

ing with and representing its

members around the state. As-

sembly members are available

to discuss members and pro-

spective members questions or

comments by contacting Mary

LaJudice at The Medical Soci-

ety.

The next YPS representative

meeting will be held on Novem-
ber 21,1997, 6:30 p.m. at the

Medical Society of Delaware.

All young physicians are invited

to attend and to participate in

the meeting and the following

reception.

Medical Society of Delaware

Young Physicians Section:

Michael S. Katz, M.D.

Chairman

Kelly S. Eschbach, M.D.

Vice Chairperson

Thomas P. Barnett, M.D.

Secretary

Thomas Vaughn, M.D.

Kent County Delegate

Evan H. Crain, M.D.

New Castle County Delegate

Theresa J. D’Amato, M.D.

New Castle County Delegate

Neil S. Kalin, M.D.

New Castle County Delegate

Carey L. Nathan, M.D.

New Castle County Delegate

David Islam, M.D.

Sussex County Delegate

Vincent J. Perotta, M.D.

Sussex County Delegate

Michael S. Katz, M.D.

Chairman

The report was filed.

REPORTS OF ADVISORY
COUNCILS

ADVISORY COUNCIL ON
CANCER CONTROL, THE
DIVISION OF PUBLIC HEALTH

During the last two years, the

Council has organized to sup-

port and update the recommen-
dations made in 1996 by the

Governor’s task force report to

reduce Delaware’s cancer death

rate. Subcommittees were
formed to review, revise and
suggest new methods of pro-

moting action on the recommen-
dations. A draft report made last

spring is expected to be final-

ized in December 1997. It seems
unlikely that the reinforced rec-

ommendations will be under-

stood and followed. These were:

• Concentrate on cancers of

the lung, breast, prostate and

colo-rectum since they are

responsible for three out of

every five cancers in Dela-

ware, and a successful can-

cer control effort must ad-

dress these four cancers.

• Tobacco and diet should be

the main target of preven-

tive efforts. Tobacco is re-

sponsible for one of every

four cancers. The chief rea-

son for Delaware’s high can-

cer mortality rate is lung can-

cer, which can be prevented

by curbing tobacco use. Diet

plays a role in colo-rectal

cancers and probably pros-

tate cancers.

• Promoting early detection

and quality care. Screening

can effectively reduce deaths

from breast, colo-rectal can-
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cers and probably prostate

cancers.

• Use an evidence-based ap-

proach to environmental is-

sues. It is an inefficient use

of time and resources to cre-

ate public policy around theo-

retical environmental causes

of cancer which have no sci-

entific basis. Eliminating

exposures to environmental

toxins will not reduce cancer

deaths in the short term be-

cause of the time of expo-

sure to the development of

clinical cancers.

A strong coalition of people and

agencies is needed for effective

implementation of recommen-
dations of the task force and

advocate sensible public policy

with a single voice.

The Advisory Council was ini-

tially conceived in 1988 to help

coordinate and improve the

activities of people and agen-

cies interested in the control of

cancer in Delaware under the

leadership of the Division of

Public Health (DPH). However,

it was felt that an independent

body could be more action-ori-

ented and effective in advocat-

ing public policy to lead and

champion the measures needed

to reduce cancer deaths in Dela-

ware. Thus, it will probably be

encouraging a broadly based

public/private coalition to en-

courage the implementation of

what is known about cancer con-

trol into an effective and compe-
tent operation. Action is needed,

not more studies.

Support for the following recom-

mendation is being requested

from the House of Delegates:

“The Medical Society of

Delaware lends its support,

through its membership on

the State Advisory Council

on Cancer Control, to the

development of a widely

based Public/Private Coa-

lition to encourage imple-

mentation of the Advisory

Council’s modification of the

recommendations of the

Governor’s Task Force on

Cancer to Reduce Cancer

Deaths in Delaware.”

Robert W. Frelick, M.D.

Liaison

The report was adopted with

the recommendation that the

Medical Society of Delaware

lend its support to its mem-
bership on the State Advisory

Council on Cancer Control to

the development of a widely

based public/private coalition

to encourage implementation

of the advisory council’s

modification of the recom-
mendations of the Governor’s

Task Force on Cancer to re-

duce cancer deaths in Dela-

ware.

CONTROLLED SUBSTANCES
ADVISORY COMMITTEE

Members of the Controlled Sub-

stances Advisory Committee
are: Gregg C. Sylvester, M.D.,

M.P.H., Director, Division of

Public Health; Rhoslyn Bishoff,

M.D.; David W. Dryden, R.Ph.,

J.D., Drug Control Administra-

tor, Narcotics and Dangerous

Drugs; Paul Davis, Chief Agent,

Narcotics and Dangerous Drugs;

Michael Kremer, D.D.S., Dr. Das

Gupta, State Medical Examin-

ers Office; Mario Pazzaglini,

Ph.D., Division of Alcohol, Drug

Abuse and Mental Health; Jane
P. Taylor, Delaware Nurses As-

sociation; Paul Maloney, DEA;
Carol A. Tavani, M.D., Medical

Society of Delaware; Lt. Gary
Gray, Delaware State Police;

Sgt. Scott McLaren, New Castle

County Police; Ann Rule, R.Ph.,

Delaware Society of Health Sys.

Pharm.; Ann Carter, DEA; Cheryl

Bryson, R.Ph.

Four outstanding facts of the

past year must be emphasized:

Federal regulations must be re-

inforced. Absolutely unaccept-

able is the use of practitioner’s

stamp in prescribing controlled

substances.

Also unacceptable is the pre-

signing of controlled substance

prescriptions, which must be

signed and dated by the licensed

physician or licensed assistant

underthe physician’s regulating

authority at the time of contact-

ing the patient.

Ritalin is the therapeutic medi-

cation most abused in schools

and on the street this year.

Stadol (from the Federal Regis-

ter of October 1
,
1 997) will be on

Schedule IV of the Controlled

Substances, including all its salts

and optical isomers. This will

apply to the manufacture, distri-

bution, importation and expor-

tation of Stadol or butorphanol

and products containing

butorphanol. This change in

Stadol status was effective Oc-

tober 31, 1997.
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Pondimin (fenfluramine hydro-

chloride) in combination with

Redux (derfenfluramine hydro-

chloride) came under suspicion

as a cause of cardiac valvular

disease that appeared to have

an associated carcinoid reac-

tion. Wyeth-Ayerst Laborato-

ries reacted responsibly. First,

a warning box was printed on

each product package. When
additional evidence was ob-

tained, Wyeth-Ayerst, on Sep-

tember 12, 1997, removed both

products from all stores and dis-

tributors.

A warning flag is in order con-

cerning the rise noted in the

abusive use of Ketamine, on the

streets tagged as “K” or “Special

K.” This product is used with

accepted purpose by veterinar-

ians and is not controlled. “K”

produces effects similar to

picncyclidine, PCP, and the vi-

sual effects of LSD.

Considered during the year was
the writing of controlled sub-

stances by Physician Assistants.

They are now granted the privi-

lege to write both controlled sub-

stance and non-controlled sub-

stance prescriptions, but only

under the direct supervision of

their regulating licensed physi-

cian.

The committee has been inter-

ested in the licensed Advanced
Practice Nurses’ request for the

privilege to write controlled sub-

stance prescriptions. Final ap-

proval has yet to come from the

DEA.

A Substance Abuse Index was
completed and distributed to all

police agencies by the time of

the Advisory Committee’s April

16, 1997, meeting.

We received an alarm from the

Delaware Psychological Asso-

ciation, which was sent as a

bulletin in September 1997 and

is reproduced below as we re-

ceived it.

"IMPORTANT INFORMATION!
IF YOU DON’T READ ANY-
THING ELSE IN THIS BULLE-
TIN, READ THIS. Someone
calling themselves Georgetown
Pharmaceutical Corporation

is selling a substance called

Puralin-D by mail. They claim

that this substance is a non-

prescription anti-depressant

which can be sold and dispensed

by psychologists. This product

is not FDA approved and if you

dispense it to your clients you

are risking serious legal prob-

lems. APA has asked
Georgetown Pharmaceutical to

send a retraction letter to any-

one who received their original

mailing by 9/29/97 (a copy of

APA’s letter is included with this

bulletin), but there has been no

response from Georgetown yet.

Don’t buy this stuff and don’t

give or recommend it to any-

one.”

Charts of Hospital/Clinic Theft

Report Mentions for 1996 and

1997 are available in the office

of the State Medical Society..

Rhoslyn Bishoff, M.D.

Liaison

The report was filed with com-
mendation to Dr. Bishoff for

all of his outstanding work on
his many reports and com-
mittees.

DELAWARE DIABETES
PREVENTION COALITION

Effective July 1, 1997, the Dia-

betes Control Advisory Council

was officially dissolved and re-

named the Delaware Diabetes

Prevention Coalition. The pur-

pose of the change was due, in

part, to the awarding of a sys-

tems-based grant from CDC to

include surveillance, new ap-

proaches to reduce the burden

of diabetes, implementing new
or enhanced policies, protocols,

and standards, and coordination

of health system efforts. The
grant terms strongly recommend
a change in the council respon-

sibilities from a policy support-

ive role to a participative, inter-

active coalition. A reorgan-

izational meeting was held Sep-

tember 9, 1997, to achieve this

purpose. The Advisory Council

members were given the oppor-

tunity to continue in a more ac-

tive role on the coalition, and

several other health care pro-

viders were invited to partici-

pate as well.

We will see a more active role in

Public Health regarding diabe-

tes in the future with the change

of venue and the expansion of

the coalition membership.

Key Features of our System
Individuals with diabetes

Educating individuals with dia-

betes

Support Groups
Third party reimbursement

Indigent care

Screening for diabetes - new/

high risk

Case management
Care/psychological readiness/

mental health

Standards of Care
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Information Needs for

Evaluation

Barriers

Perceived by providers

Target population

Savings and cost to undiag-

nosed potential benefit of

targeting screening

Partners Needed for Success
AARP
Department of Insurance

Department of Labor

Medicare

Pharmaceutical companies

that support research

Universities (Nursing, Premed,

Dietary, Pharmacy)

DTCA
Insurers

MCOs
Diabetics

Home Health

VNA

Charles Laudadio, M.D.

Liaison

The report was filed.

DELAWARE HEALTH
RESOURCES BOARD

This report covers the period

October 1996 through Septem-

ber 1997.

The Delaware Health Resources

Board was established by House
Bill No. 331, signed into law by

Governor Carper on June 22,

1994. The Board is comprised

of 21 members, including a rep-

resentative of the Medical Soci-

ety of Delaware and other desig-

nated organizations and inter-

ests, as well as nine representa-

tives of the public-at-large. Cer-

tificate of Need (CON) decision

making authority is vested in the

Board. Subsequent legislation

has provided for the phase-out

of the CON program with CON
to sunset entirely on June 30,

1999.

The Board has adopted a Health

Resources Management Plan,

the purpose of which is to “as-

sess the supply of health care

resources, particularly facilities

and medical technologies, and

the need for such resources.”

Given the rapidity with which

change is occurring in the fi-

nancing and delivery of health

care, flexibility, as reflected by a

set of general principles, is a

critical aspect of the Plan.

Certificate of Need projects ap-

proved by the Board follow:

• Bio-Medical Applications of

Delaware, Inc. - Establish-

ment of a 12-station renal di-

alysis facility in New Castle.

• Papastavros’ Associates

Medical Imaging, L.L.C. - Ac-

quisition of an “open” MRI for

installation at Glasgow Medi-

cal Center.

• Wills Eye Community Surgi-

cal Services of Delaware, Inc.

- Establishment of a single

specialty (ophthalmology)

freestanding surgical center

in New Castle County.

• Kentmere Nursing Care Cen-

ter - Renovation/moderniza-

tion project.

• Bio-Medical Applications of

Delaware, Inc. - Establish-

ment of a 12-station renal di-

alysis facility in Seaford.

• Cataract and Laser Center,

L.L.C. - Establishment of a

single specialty (ophthalmol-

ogy) freestanding surgical

center in New Castle County.

Steven L. Edell, D.O.

Liaison

The report was filed.

DOMESTIC VIOLENCE
COORDINATING COUNCIL

The Domestic Violence Coordi-

nating Council (DVCC) was cre-

ated by statute in July 1993,

charged with the duty to collate

efforts in organizations and strat-

egies in the public, private and

government sectors, under one

cooperating head that will lead

to minimizing the social enemy -

DOMESTIC VIOLENCE .

Gradually this goal is coming

into fruition. We don’t all think

alike, so total fruition will prob-

ably not happen. Common
causes have succeeded in the

past.

During 1996-97, the DVCC be-

came quite aware that cases

with bad results, namely death,

that were tried in our courts

needed review. The review was
geared to learn the lapses in

good management of cases,

prior to court decisions. This

was done generically and was
not a review of courts but of

cases, to learn where the out-

come could have been pre-

vented. In other words, where

could any of the groups associ-

ated with DVCC have effectively

prevented any need for court

action? This new effort is active

under the title “Fatal Incident

Review Team.”
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According to the policies of

DVCC, legislation, which is now
law, was drafted that prohibits

insurance companies from de-

nying “homeowner orauto insur-

ance” coverage to victims of

domestic violence. DVCC was
also successful in the passage

of legislation at the Division of

Motor Vehicles and Voters Reg-

istration to protect the privacy of

domestic violence victims.

Rhoslyn J. Bishoff, M.D.

Chair

The report was filed.

FAMILY LAW COMMISSION

At its first meeting of its new
year (November 13, 1996), the

Family Law Commission pro-

jected the year of 1997 would

consider the following:

• The Melson Formula
• Open family court

• Qualifications of judges of

family court

• Family rights, including

grandparents

• Public Hearings

This listing was correct, but more

was done.

The Commission met with Jus-

tice Randy Holland, who is the

Supreme Court’s liaison with the

Family Court. The Justice met

the concerns about the Melson

Formula by reporting that the

formula is recognized nationwide

and must, by Federal mandate,

be reviewed every four years.

In answer to questions, Justice

Holland passed on the opinion

that parental counseling is im-

portant - it is better to have prop-

erty settlement after the emo-
tional issues of divorce are

settled rather than before; open

courts are no more used or suc-

cessful in other states than

closed courts; each Judge must

send a letter to the Supreme
Court listing issues not ad-

dressed each month; and lastly,

Child Protective Services and

Family Court need to find a way
to work together.

Later, it was revealed by Attor-

ney Ellen Meyer, Chairperson of

Family Law Section of Delaware

Bar Association, that the law-

yers in her section were divided,

but all agree each judge has the

privilege to open or close the

Family Court and the judge may
agree to the experiment of open

court as long as open court is not

injurious to the children involved.

They further felt custody, visita-

tion, child support, paternity, ter-

mination of parental right, adop-

tion and contested divorce pro-

ceedings should be closed.

Open Family Court was consid-

ered by Resolution of the House
of General Assembly to be tried

to determine its efficacy.

Public opinions were given, but

called for legal study to deter-

mine how much of the proposed

was or is constitutional.

Rhoslyn J. Bishoff, M.D.

Liaison

The report was filed.

MEDICAL CARE ADVISORY
COMMITTEE (MCAC),THE
DIVISION OF SOCIAL
SERVICES

I have been privileged to serve

as the MSD representative to

the MCAC again this year.

The MCAC is charged under

Federal regulation with being an

advisor to the Medicaid agency

director on matters of health and

medical care services and is

composed of representatives of

the field of medicine, consum-
ers, consumer groups and other

fields concerned with health and

medical care services.

During the year since my last

report to the Society, the MCAC
continues to be responsive to

the needs of the Medicaid com-
munity. Among the major is-

sues with which the committee

dealt were:

• The continued evolution of

the Medicaid Managed Care

program. Among areas for

concern that the committee

continued to look at are prob-

lems involving the MCOs and

mental health provisions.

• The use of medications both

prescription and OTC. The
committee’s physicians were

involved in evaluating the

OTC medications available by

prescription and updating the

list for the Division to elimi-

nate inappropriate medica-

tions and add other useful

medications.

• The issue of the enormous
cost to the system as new
treatments become available
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for the treatment of HIV dis-

ease.

• Health care for the uninsured

and expanding Medicaid eli-

gibility.

• The proceedings of the Dela-

ware Health Care Commis-
sion and implications to the

Medicaid and uninsured pro-

grams.

• The opportunity to improve

the functioning of the MCAC
to better meet the needs of

the State in getting input from

the community on Medicaid

health care matters.

In summary, this has been a

very busy year for the Medical

Care Advisory Committee as

health care moves from fee-for-

service to managed care.

Edward R. Sobel, D.O.

Liaison

The report was filed.

SAFE AND DRUG FREE
SCHOOLS AND
COMMUNITIES

Evaluation of previously ap-

proved projects at their comple-

tion has become an inconclu-

sive exercise. To date, such

evaluation has mostly been ac-

complished by a review of each

project’s conceived responses.

Better methods are needed, per-

haps, but we are trying to influ-

ence a rapidly changing, dy-

namic group from K-3 through

12 classes of school in an ever

changing group where they fit

no discernible standards.

The Middle School workshops
attracted two hundred partici-

pants. The results were tabu-

lated and sent to the participat-

ing schools.

Fetal Alcohol Syndrome was
funded when a nominee was
selected from Poly Tech Sec-

ondary School to attend and
participate in the National Orga-

nization on Fetal Alcohol Syn-

drome. The national summit

took place in New Orleans on

May 16- 18, 1997.

IMPACT Tobacco Prevention

Coalition sponsored an educa-

tion program along with other

activities at Blue Rocks Stadium

on June 29, 1997.

The Coalition acquired a grant

of $793,000 from the Robert

Wood Johnson Foundation to

be used over a four year period.

Dr. Victor DeNoble is the Pro-

gram Manager of the Coalition’s

trust. Dr. DeNoble will guide the

statewide mobilization of activi-

ties to preventsmoking, increase

the network (which is already in

place) to affect public policy, to

provide prevention and treat-

ment and to provide mini-grants

of approximately $250 - $500
for communities.

Project Alert was presented to

the committee by Dr. Tom But-

ler. Project Alert’s curriculum kit

is designated for grades six,

seven and eight. It focuses on

alcohol, tobacco, marijuana and

inhalants. It stresses aware-

ness of social influence, adver-

tising pressure, refusal skills and

role playing, which are all in the

program. Teachers are to be

trained under the auspices of

the Best Foundation, conducted

by Dr. Butler.

It is obvious that evaluation of

all of the above is not an easy

task.

Rhoslyn J. Bishoff, M.D..

Liaison

The report was filed.

STATE SCHOOL HEALTH
ADVISORY COMMITTEE

It required hard work and sev-

eral drafts before the procedures

for nurses’ and schools’ han-

dling of controlled substances

for students at school and on

field trips was approved. This is

under Delaware Code, Chapter

19, Nursing Subsection
1 92(a)(1 0)( 12) and (14).

A subcommittee on school tu-

berculosis reported the follow-

ing recommendations: 1) retest

school personnel every five

years rather than the present

three; and 2) since CDC has

failed to give direction about new
enterer policy, it will remain as

is.

After giving homeopathic medi-

cations a full review, it is conclu-

sive that a clear statement is

needed for the nurses to under-

stand their responsibility in han-

dling these products.

Mr. Jim Malseed spoke to the

committee on "Remarks About

Athletic Injuries.” This presen-

tation revealed that secondary

schools are in need of athletic

trainers!! Reflections from the
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sports medicine physicians of

the Medical Society of Delaware

would help.

Some school students and per-

sonnel have not complied with

Pro-Children Act of 1994, in the

concerns about smoking. If your

children are being abused in this

way, it should be reported.

Look for these items to make the

concerns for the next year:

• A comprehensive school

health commission.

• School nurse practitioners,

their responsibility in school

health.

• Integrated therapies.

• Reporting forms on illnesses

and or injuries to parents.

• Teen nutrition

• Changing health education

courses in middle and high

schools.

A chart that reveals the National

Health Education Standards is

on file in the office of the State

Medical Society.

Rhoslyn J. Bishoff, M.D.

Liaison

The report was adopted.

REPORTS OF COMMUNITY
HEALTH ORGANIZATIONS

ALZHEIMER’S ASSOCIATION
DELAWARE CHAPTER
PARTNERS IN A CONTINUUM
OF CARE

NEW HELP IN DIAGNOSING
ALZHEIMER’S DISEASE

Currently, approximately 4 mil-

lion Americans suffer from

Alzheimer’s disease, and as the

aging population continues to

grow, this number could reach

14 million by the middle of the

next century unless a cure or

prevention is found. In Dela-

ware, approximately 11,000

people have Alzheimer’s disease

and this number is expected to

increase to 20,000 by the year

2003. As family members,
caregivers and friends become
more knowledgeable about

Alzheimer’s, they are increas-

ingly aware of the diagnostic

capabilities and treatment op-

tions now available.

Early diagnosis is important.

Today, new diagnostic tools and

criteria make it possible for all

physicians (primary care, as well

as specialists) to make a posi-

tive clinical diagnosis of prob-

able Alzheimer’s with an accu-

racy of 85-90 per cent.

Diagnosing Alzheimer’s involves

a medical history, a mental sta-

tus evaluation, a clinical exami-

nation, and laboratory tests.

These help a physician rule out

other possible causes ofdemen-
tia and identify the typical fea-

tures of Alzheimer’s disease.

Alzheimer’s disease is charac-

terized primarily by a gradual

onset of progressive symptoms,
including memory loss, notice-

able decline in cognitive abili-

ties (including functions involv-

ing speech, motor, and under-

standing), loss ofexecutive func-

tion (decision-making), and
losses impairing activities of

daily living (dressing, eating,

toileting, etc.).

Being able to recognize symp-
toms early and accurately diag-

nose a patient with Alzheimer’s

is important. Although the onset

of Alzheimer’s disease cannot

yet be stopped or reversed, an

early diagnosis gives patients a

greaterchance of benefiting from

existing treatments, and allows

them and their families more
time to plan for the future.

Current treatments, such as

donpezil hydrochloride

(Aricept™) and tacrine

(Cognex3
), as well as upcoming

drugs and vitamin E, are most

effective in patients who are in

the early and middle stages and

are less likely to improve symp-

toms in patients in the late stages

of the disease. These drugs can

be useful in the management of

cognitive losses and behavioral

changes, and in improving a

patient’s abilities to perform the

activities of daily living. Vitamin

E may slow disease progres-

sion.

Physicians should assess cog-

nitive function not only in those

concerned about their memory
loss, but also in patients who
may not exhibit obvious symp-

toms but have risk factors for the

disease, such as age and family
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history. The Alzheimer’s Asso-

ciation has established the fol-

lowing list of ten warning signs

to look for when attempting to

detect Alzheimer’s in a patient,

before the disease noticeably

progresses to the advanced
stages. Review the list, ask a

close family member of your

patient to identify some of the

patient’s behaviors and check

the symptoms that concern you

most. Ifyou make several check

marks, and ifsymptoms progress

over time, the individual may
have some form of dementia.

However, additional testing will

be required to make a complete

diagnosis of Alzheimer’s. The
ten warning signs you should

know are:

1 . Recent memory loss that

affects job skills. May for-

get things more often, and

not remember them later like

their boss’ name and what

they do.

2. Difficulty performing fa-

miliar tasks. May continue

to perform common tasks,

like preparing a meal — but

forget to serve it and also

forget they made it.

3. Problems with language.

May forget simple words and

substitute inappropriate

words, making his or her

sentences incomprehen-
sible.

4. Disorientation of time and
place. Can become lost on

their own street, not know-

ing where they are, how they

got there or how to get back

home.

5. Poor or decreased judg-

ment. Can forget entirely

his or her responsibilities,

such as caring for a child.

May also dress inappropri-

ately, wearing several shirts

or blouses.

6 . Problems with abstract

thinking. May not only have

difficulty with complicated

tasks like balancing a check-

book— but also may forget

what the numbers are and

what needs to be done with

them.

7. Misplacing things. May
put things in inappropriate

places, like an iron in the

freezer,orawristwatchinthe

sugar bowl.

8. Changes in mood or be-

havior. May exhibit rapid

mood swings — from calm

to tears to anger — for no

apparent reason.

9. Changes in personality.

Personality may change
drastically, to include ex-

treme confusion, suspicion

or fearfulness.

10. Loss of initiative. Maybe-
come very passive and re-

quire cues and prompting to

become involved in daily ac-

tivities.

DISCLOSING A DIAGNOSIS
OF ALZHEIMER’S

Physicians generally should dis-

close a diagnosis of Alzheimer’s

disease to affected individuals

and their families as soon as the

diagnosis is made. Patients and

their families have the right to

know what they are dealing with,

as well as how living with the

disease will eventually affect

everyone involved.

Telling families the diagnosis is

Alzheimer’s can be difficult,

since there is currently no prom-

ising prognosis for those af-

fected. A diagnosis of

Alzheimer’s disease can bring

forth a variety of reactions, rang-

ing from acceptance and relief

in knowing what is causing the

observed symptoms, to embar-

rassment, confusion, grief and

denial. It is important to take

into consideration a family’s cul-

tural background, values, and

understanding of the disease, in

order to help them understand

what the patient may encounter

in the future. Allow ample time

for discussion and questions

concerning the course of the dis-

ease and the cognitive and be-

havioral changes that may
emerge as the disease
progresses.

Throughout the diagnostic evalu-

ation and treatment planning,

physicians should involve the

family and caregiver. As the

disease progresses and patients

become increasingly dependent

upon their caregivers, these in-

dividuals will become the

physician’s primary informant of

the patient’s daily mental and

physical health. In addition, the

primary caregiver and other

members of the family also suf-

fer from the stress that accom-

panies caregiving and need in-

formation and support, as well

as attention to their own health

needs.
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ONE STEP DIAGNOSTIC
TESTS — ARE THEY VALID?

New diagnostic tests are com-

ing to the market in hope of

increasing the specificity of a

diagnosis of Alzheimer’s in pa-

tients with dementia. An APOE
genetic test and a CSF test for

elevated levels of tau protein

and decreased levels of Ab pro-

tein in individuals with

Alzheimer’s disease are now
commercially available. How-
ever, they should not replace

the components of the diagnos-

tic workup, but can be used in

conjunction with existing crite-

ria, such as those established by

the NINCDS-ADRDA or outlined

intheDSM-IV. They should not

be used with asymptomatic indi-

viduals, as they have limited

predictive value.

Another diagnostic test available

is Nymox Corporation’s AD7C,
designed to “rule out”

Alzheimer’s disease. The
Alzheimer’s Association be-

lieves this test is still experimen-

tal and that its use is still prema-

ture in any setting other than

research. There is no substitute

for the established diagnostic

criteria for Alzheimer’s when ad-

ministered and evaluated by

skilled primary care and/or spe-

cialty physicians.

The Alzheimer’s Association rec-

ognizes an urgent need for early

and accurate detection of

Alzheimer’s and has always sup-

ported research for improving

the diagnosis of the disease.

PARTNER WITH THE
ALZHEIMER’S ASSOCIATION
TO OFFER HELP AND HOPE
FTER DIAGNOSIS

Living with Alzheimer’s can be

devastating, and families need

helpcopingand planning forwhat

may lie ahead. After discussing

with patients and families what a

diagnosis ofAlzheimer’s means,

it is important not to leave them

feeling isolated, helpless and

hopeless.

The Alzheimer’s Association -

Delaware Chapter can help phy-

sicians educate their patients and

caregivers about what to expect

as the disease progresses. It is

not only the patient who will need

care from the physician, but also

the caregiver, who often experi-

ences feelings of depression,

anger, frustration, and may ne-

glect his or her own mental,

physical, and spiritual well-be-

ing when caring for a loved one.

Guiding families to the Dela-

ware Chapter for educational

materials, support and advice

on planning for the future will

ensure that your patients and

their families get the continuing

care they need throughout the

course of the disease. The As-

sociation can also provide you

with educational and support

materials for patients and fami-

lies. Following is a list of sug-

gested brochures that you can

request by calling the Chapter

office:

• Is It Alzheimer’s? Warning

Signs You Should Know

• Steps to Getting a Diagnosis:

Finding Out If It’s Alzheimer’s

Disease

• An Overview of Alzheimer’s

Disease and Related Disor-

ders

• Published bi-annually: Dela-

ware ChapterAlzheimerFam-
ily Resource Guide (an infor-

mation and referral guide of

local available resources).

The Delaware Chapter of the

Alzheimer’s Association is lo-

cated at 321 E. 11th Street,

Wilmington, DE 19801. Tele-

phone numbers are: (302)656-

2676 or 1-800-219-7666 state-

wide. Your referral to the chap-

ter will provide a strong vehicle

of support for the family through

this long illness while providing

you with another avenue of hope

and service for your clients.

Lanny Edelsohn, M.D.

Liaison

The report was filed.

AMERICAN CANCER
SOCIETY, DELAWARE
DIVISION, INC.

We have probably all seen signs

in front of companies or retail

establishments which state

“Open for business during reno-

vation,” encouraging our contin-

ued patronage. Your American

Cancer Society in Delaware has

also undergone some exciting

changes in 1997, having joined

with former divisions in Mary-

land, the District of Columbia,

Virginia and West Virginia to

form the new Mid-Atlantic Divi-

sion. We, too, were “open for

business” while we made the

necessary adjustments to our

new procedures.
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We are receiving and filling more

orders than ever for information

on the cancers which affect the

breast, the prostate and the

lungs. The interest and coop-

eration of businesses, large and

small, has increased as we join

together to educate employees

on cancer prevention and the

importance of early detection.

Indeed, our efforts in breast can-

cer awareness with small busi-

ness staffs was identified in mid-

October in Chicago by our re-

ceipt of the Profiles in Progress

Award, a national awards pro-

gram recognizing superlative

efforts to raise awareness about

the importance of detecting

breast cancer early.

The need for funds to support

such activity increases yearly, a

challenge which our volunteers

have met by event proceeds

which grow with the demand.

Daffodil Days and an amazing

growth in participation in the

various Relay for Life events,

together with the equally impres-

sive financial results of our Gala

Auction and the grand Evening

Extravaganza, allow the exten-

sive educational programs and

services to patients to happen.

To cap off our other successes,

the number of recipients of the

ACS Excalibur Award given for

gifts of $10,000 or more in one

year, increased by an outstand-

ing four: Chrysler Corporation

through a Relay for Life event;

TCIM Services; Chase Manhat-

tan Bank; and Master Card In-

ternational through their support

of the Evening Extravaganza.

This brings our total Excalibur

members to 27, representing

donations totaling over

$ 1
,
000

,
000 !

The business for which we are

still open is the fight against

cancer.

Leslie W. Whitney, M.D.

Liaison

The report was filed.

AMERICAN LUNG
ASSOCIATION

Now in its 91st year of serving

the State of Delaware and fight-

ing lung disease, the American

Lung Association of Delaware

(ALAD) continues to thrive.

Originally founded to fight tu-

berculosis, the Association now
works to prevent other lung dis-

eases and promote lung health.

Delawareans are definitely

breathing cleaner air, and a bet-

ter understanding of how the

lungs function has been made
possible through research.

Asthma continues to risenotonly

in Delaware, but nationwide. The
ALAD continues to work on

asthma as its number one pro-

gram priority. Asthma affects

12,000 children undertheageof

18 and 27,000 adults in Dela-

ware. The Association contin-

ues to hold Family Asthma Days,

Asthma Awareness Programs

and other opportunities for indi-

viduals with asthma and their

families to learn about the dis-

ease. During the next year, two

new efforts will begin: the devel-

opment of an asthma registry

and the development and imple-

mentation of a day asthma camp
for Delaware children. To help

fund these programs, the ALAD
holds an Annual Breath of Spring

Gala and works with other pro-

fessional groups, such as the

Delaware Society for Respira-

tory Care.

Tobacco control issues continue

to remain an integral part of the

ALAD’s activities. Last year the

Association served as the lead

agency in writing a grant to the

Robert Wood Johnson Founda-

tion fora Smokeless State Grant.

In January the organization was
notified that it would receive a

grant of $793,552 over a four

year period for tobacco control.

Under this grant one of the ma-
jor focuses will be an excise tax

increase of $.24. The Governor

of Delaware has agreed to sup-

portthis particular increase along

with two other bills: A Healthy

Lifestyle Education Fund and a

Delaware Affordable Health In-

surance Access Program.

These two program areas have

been the work of many dedi-

cated volunteers and the Dela-

ware Thoracic Society, the medi-

cal arm of the ALAD. These
volunteers have given countless

hours of time and resources.

We thank each and every one of

you for your commitment to the

prevention and treatment of lung

disease. Remember, when you

can’t breathe, nothing else mat-

ters.

John J. Chabalko, M.D.

Liaison

The report was filed.

DELAWARE CENTER
FOR WELLNESS

The Delaware Center for

Wellness (DCW) has had a good
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year both in terms of its financial

stability and activity. However,

it has been warned that it will

lose one of its better contracts to

provide wellness services to the

clients of a health insurance pro-

gram because the insurer wants

to try a different approach to

prevention.

The Annual Conference at

Clayton Hall on November 13th

will celebrate the tenth anniver-

sary of the organization. The
speakers include David

Hunnicutt, President of

WELCOA; Robyn Gershon,
M.H.S., Dr. PH; Janice Olsen,

M.S. National Director, Business

Development, Health Decisions

International LLC.; Cassandra

Thompson, Senior Health Pro-

motion Specialist, Pennsylvania

State University; David Baum,

Ph.D, Principle, D.H. Baum and

Associates; Nancy Williams,

R.D., Nutritionist; and Robin

Broomall, Director of Adminis-

trative Services Leadership In-

stitute, Inc. There will also be a

number of worth while booths

and multiple awards will be given

to those who have contributed to

DCW’s successes.

DCW staff has been enlarged

and enriched so that it is provid-

ing a wide range of prevention

services including its Health Risk

Assessment Projects to many
companies. One of the DCW’s
new contracts will expand its

programs to several other states.

Ties to the National WELCO
organization continue to be a

source of support and ideas.

Locally, DCW is interacting with

the IMPACT tobacco control

coalition, as well as with groups

such as the Diabetes Coalition,

which is now being organized.

In September DCW offered an

all-day program on mentoring

for a healthy life style. The
program, presented by Dr. Judd

Allen, was marketed extensively

to the medical/health care com-
munity. Approximately 25 per-

sons were trained including so-

cial workers, nurses and a physi-

cian.

Carol Soha, Ph.D, the Director

of DCW, serves as Commis-
sioner on the National Commis-
sion for Health Education

Credentialing and also chairs the

Division Board for Professional

Development.

Future considerations will ex-

plore opportunities among retir-

ees and direct contact with ben-

efits managers for self-insured

companies, which are not regu-

lated by the state per the federal

ERISA amendment.

As indicated in prior reports, it is

important for the medical pro-

fession to encourage ongoing

relations with DCW as a source

for qualified health prevention

programs for the “well” popula-

tion of Delaware businesses and

their employees. Dr. Joseph

Lieberman and I both serve on

the DCW Board.

Robert W. Frelick, M.D.

Liaison

The report was filed.

THE DELAWARE/UPPER
EASTERN SHORE OF
MARYLAND CHAPTER OF
THE MARCH OF DIMES

The major effect of the local

chapter of the March of Dimes
has been to assemble a needs
assessment for the chapter area

with regard to the “fight for

healthier babies.” Achapter pro-

gram plan has also been devel-

oped based upon the needs as-

sessment from which plans for

funding appropriate programs in

the community are being devel-

oped. The local chapter has

continued to develop programs

such as Babies and You,

Comenzando Bien, and the

Stork’s Nest. The Stork’s Nest

in Dover received recognition at

the national leadership confer-

ence of the March of Dimes Birth

Defects Foundation.

Garrett H. C. Colmorgen, M.D.

Liaison

The report was filed.

MEMORIAL

As a memorial to the members
of the Society who were lost

through death during the past

year, the assembly rose for a

moment of silence as the follow-

ing names were read:

Hugh R. Dougherty, M.D.

Joseph R. Fox, M.D.

Abraham A. Golden, D.O.

Park W. Huntington, Jr., M.D.

Robert L. Klingel, M.D.

Rublee C. Soule, M.D.

Norman Taub, M.D.
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ABSOLUTION RESOLUTION

The House adopted the follow-

ing resolution:

RESOLVED, That each and all

of the Resolutions, acts, and

proceedings of the Board of

Trustees of the Medical Society

of Delaware heretofore had been

adopted since the last meeting

of the House of Delegates of the

Medical Society of Delaware as

shown by the records of the min-

utes and all the acts of the offic-

ers and trustees of the Society in

carrying out and promoting the

purposes, objects and interests

of this Society since the last

House of Delegates meeting are

approved and ratified and hereby

made the acts and deeds of the

Medical Society of Delaware.

(The complete report of the

Proceedings of the House of

Delegates is on file in the

Medical Society office and is

available to members.)

President Paul E.

Howard, M.D. pre-

sents GovernorTho-

mas Carper with a

citation from the

President and Fel-

lows of the Medical

Society of Delaware

in recognition of his

vision in establishing

the "Mentoring
Delaware's Chil-

dren" program.

President-Elect
Stephen S. Grubbs,

M.D. with Rafael A.

Zaragoza, M.D., AN

Z. Hameli, M.D.,

William H. Duncan,

M.D., Michael J. Bra-

dley, D.O. and An-

thony L. Cucuzzella,

M.D. (standing).

President Paul E. Howard, M.D. presents James
Beebe, Jr.

,
M.D. with the Medical Society of Delaware's

President's Award.

1997 Annual Meet-

ing Exhibitors.
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The Optimum
Referral Option

The Arbors at New Castle

Subacute and Rehabilitation

Center is a 120-bed Cenler

specializing in providing the

area's finest subacute,

rehabilitation and basic

healthcare services.

In today's cost conscious

environment, healthcare

providers are increasingly

ncing asked to produce

optimal medical results at

minimal costs. That's

precisely wh.it the Arbors

at New Castle is designed,

staffed and equipped to do.

When combined with

our physician driven

interdisciplinary team
approach to delivering

care, our subacute care helps

high acuity patients recover

quickly, at costs that are

00-60% loss than comparable*

care in an acute care setting.

In addition to our basic

healthcare services, we
provide care through

specialized subacute

programs in the areas ol:

A Respiratory

A Medical Rehabilitation

A I )igestive I )iseases

A Cardiac Recovery

A Infusion Therapy

A Wound ( are

I or wore information

and a copy of our video

call 328-2580.

A K U 0 K

ARBORS AT NI W CASTMi
Subacute and Rehabilitation ( enter

32 Buena Visl.i I )rive

New ( aslle, I )E 19720

(302 ) 328-2580



Papastavros’ Associates Medical Imaging,LLC

Committed. . . To you and your patients!

T)
*LJy maintaining a leadership role in the deliv-

ery of high-quality healthcare, Papastavros’

Associates Medical Imaging,LLC

provides a full spectrum of quality, state-of-

the-art diagnostic imaging services in a caring

and comfortable environment.

Imaging services provided include:

• X-Ray

• M R I scanning

/Open Scanning

• Ultrasound,

including Cardiac

• Spiral C.T. Scan

• Mammography/

Core Biopsy

• Dual Energy Bone

Densitometery

Nuclear Medicine

• Spect Thallium/

Cardiolite

• Scintmammography

Our Women’s Centers are designed to address

the health care needs of all women:

* Mammography services provided by a staff of

highly trained technicians and dedicated

professionals.

• OB and breast sonography, echocardiography,

cardiac stress and doppler scans.

• Stereotactic breast biopsy, the latest

technological advance in breast cancer detection

* Dual Energy Bone Densitometry to detect and

monitor osteoporosis comfortably, quickly,

safely and precisely

Papastavros’

Associates

MEDJCAL

We’re there where you need us!

VK are pleased to welcome new

facilities in Milford, Lewes and

Glasgow. Full service imaging includ-

ing a technically advanced “Open”

MRI for claustrophobic, pediatric, and

handicapped patients is now available

at our office in the Glasgow

Medical Center.

• Wilmington

1701 Augustine Cut-Off

Suite, 100, Bldg. IV

Wilmington, DE 19803

(302) 652-3016

• Glasgow

2600 Summit Bridge Road,

Suite 122

Glasgow, DE 19702

(302) 832-5590

• Newark

40 Polly Drummond Hill Road,

Suite 100, Bldg.4,

Newark, DE 19711

(302) 737-5990

• Healthcare Center at Christiana]

200 Hygeia Drive,

Newark, DE 19702

(302) 421-2121

Other Convenient Locations:
1508 Pennsylvania Avenue (302) 655-4042

2700 Silverside Road (302) 478-1100

1805 Foulk Road Suite 1 (302) 475-8036

420 Christiana Medical Center (302) 368-3959

1320 Philadelphia Pike (302) 792-2529

1941 Limestone Road (302) 633-9873

702 Delaware Street, New Castle (302) 328-1502

Omega Professional Center (302) 738-5500

5317 Limestone Road (302) 239-9415

550 Stanton-Christiana Road (302) 633-9910

314 E. Main St., Newark, (302) 455-0775

111 Railroad Ave. Elkton, MD (410) 392-6155

556 S. DuPont Hwy, Milford, (302) 424-4163

1539 Savannah Rd., Lewes (302) 655-2590
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Community Imaging Center
At Limestone Meets

All Your Medical Imaging Needs.
Limestone Medical Center

1941 Limestone Road, Suite 214
Wilmington, DE 19808
Telephone: (302) 892-6200

Fax: (302) 892-6206
Internet: www.communitymed.com

David S. Grubbs, M.D., FACC, FACP
Medical Director

Frank DiGregorio, CNMT, RDMS
Director of Diagnostic Imaging

Community Imaging Center Offers:

Therapy

1-

131 Thyroid Ablation

Strontium/Bone Metastases

Cardiology
Cardiovascular Stress Test

2-

D Echocardiogram

ECG
Holter Monitor

Loop Monitor

Signal Averaged ECG

Ultrasound
Abdominal
Breast

Extremity

Obstetrical

Pelvic

Retroperitoneal

Testicular

Thyroid

Transvaginal

Vascular Ultrasound
Arterial Duplex Scan

Carotid Duplex
Venous Duplex Scan

Nuclear Medicine
Abcess Localization

Brain Scan

Bone Scan

First Pass

Gastric Emptying Scan

Gastrointestinal (GI) Bleed Scan

Gated Blood Pool (MUGA) Scan

Hepatobilary (HIDA) Scan

Liver and Spleen Scan

Lung Scan

Meckel’s Scan

SPECT Myocardial Perfusion Scan

(Cardiolite or Thallium)

Parathyroid Scan

Renal Scan

Testicular Scan

Thyroid Carcinoma Metastases

Imaging

Thyroid Scan

Tumor Localization

Offering imaging with:

Cardiolite

Prompt, courteous service • Test results available in 24 hours or less • Allpositive tests called andfaxed

There’s a Community Medical Center Near You:

Silverside Medical Center

2700 Silverside Road
Wilmington (302) 478-1100

Medical Aid Unit

Laboratory

X-Ray

Limestone Medical Center

1941 Limestone Road
Wilmington (302) 992-0500

Medical Aid Unit

Laboratory

X-Ray
Ambulatory Surgery

Community Imaging Center

Nuclear Medicine
Ultrasound
Cardiology
Therapy

^omrriunity
Medical (axe,]nc munityJmaging (enter

A division ofCommunity Medical Care, Inc.Serving and managing the outpatient needs of the community
with quality, affordable medical care since 1978



ARE YOUR FEMALE PATIENTS GETTING THE BEST
POSSIBLE MYOCARDIAL PERFUSION TESTS?

JACC VOL. 29, No. 1

(Journal American College of Cardiology)

JANUARY 1997:69-77

“Comparative Diagnostic Accuracy of Tl-201 and Tc-99m Sestamibi SPECT Imaging (Perfusion and

ECG-Gated SPECT) in Detecting Coronary Artery Disease in Women”

Conclusions: Thallium-201 and Tc-99m Sestamibi myocardial perfusion scintigraphic studies have

similar sensitivities in the detection ofCAD in women. However, the specificity of Tc-99m Sestamibi is

significantly higher than that of Tl-201. This specificity is further enhanced by the use of ECG-Gated

SPECT Tc-99m Sestamibi imaging.

Community Imaging Center was the first lab in Wilmington to routinely

perform ECG-Gated SPECT using Tc-99m Sestamibi (CARDIOLITE)™
on all patients. ECG-Gated SPECT provides perfusion, wall motion and

Ejection Fraction in one study.

HERE IS WHAT OUR PATIENTS HAVE TO SAY ABOUT US

“Last Friday, I had a Cardiolite stress test at your facility. This could have been an

awkward and unpleasant experience; but due to the professionalism and courtesy

exhibited by the employees of your Center, I felt comfortable and reassured. Please

accept my thank you and gratitude. I will pass my opinion on to my doctor (...) and

remain sincerely (...)”.

• Prompt, courteous service • Test results available in 24 hours or less • All positive tests called and faxed

We participate with virtually all insurance carriers

Phone: 302-892-6200 Fax 302-892-6206 Internet: www.communitymed.com
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Instructions to Authors

The Delaware Medical Journal (DMJ) is owned and published by the

Medieal Society ol'Delawareasamedium ofcommunication, education and

expression for its members, and also for others striving for excellence in

medical practice. Articles in the DMJ arc intended to be scientific and

educational and are not intended to reflect standards of medical care. All

material published is under copyright. On receipt ofmaterial submitted for

publication, a suitable release form will be sent for signature by all authors.

Scientific articles on medical matters are especially welcomed, including case

reports, clinical experiences, observations and information on matters

relevant to medical practice. Other material may also be accepted if the

editorial staffdeems it of interest to DMJ readers. All submissions should

include a briefsummary and a brief(one to two sentence) biographical sketch

ofall authors.

It is highly recommended that authors familiarizethemselves with DM/style

before submitting manuscripts for consideration.

All material for publication should be submitted on a3 1/2" computer diskette

in WordPerfect 6.0 or Word 6.0. A printout of the manuscript must

accompany the disk. Manuscripts may also be submitted in paper form

(typed or printed out on good-quality paper- one side only, double-spaced,

one-inch margins), though computer disk is preferable. The ideal manuscript

length is two to 12 pages. Up to 12 references per manuscript will be
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responsible for the accuracy ofthe citations.

Graphs, charts and black-and-white glossy photographs are accepted if

important to the understanding ofthe text, but should not exceed four or five
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number, and “top.” A separate legend should be provided for each. Do not

write on the back, or scratch or mar them using paper clips. Do not mount
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Photos of patients should generally be taken in a way that obscures the

patient’s identity. Photos in which a patient’s face must be clearly seen,

however, must be accompanied by signed release forms.

All manuscripts are reviewed by the editor and all scientific articles are then

sent for peer review by members of the Editorial Board and/or other

appropriate physicians. The usual processing time to publication istwo to four

months, though in some circumstances this may be longer or shorter.
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IT 1AKES MORE THAN A

BEDSIDE MANNER IN MEDICINE

... AND INSURANCE!

It certainly helps to be pleasant, but it’s not enough. It’s knowledge that counts.

Putting it all together to come up with a solution.

In the field of physician’s insurance . .
.

professional and personal ... we have

followed a similar course. We offer you a total package that covers all your

insurance needs.

Centralization is not the only reason for selecting MSDIS/PLI/ZUTZ. The Medical

Society of Delaware benefits as well.

Call MSDIS/PLI/ZUTZ at 65&8000 today,

Find out why it pays to create a single source for all your insurance.



Sunday, April 5, 1998 • 8:30 a.m. to 5:00 p.m. • MBNA Conference Center • Newark, Delaware

Symposium Objectives

Update in Cardiology 1998 is designed to educate healthcare professionals about recent developments

in cardiovascular medicine. General advances, dramatic diagnostic techniques and treatment

recommendations will be discussed:

Advances in interventional cardiology— what the primary care physician needs to know

Newer treatments for patients at risk for sudden cardiac death

New therapeutic modalities for atrial fibrilation.

Keynote Address

Renee Chenault, NBC News 10, Philadelphia

Role of the Media in Reporting Complex Professional Issues— Perspective from an Attorney/Broadcaster

Special Feature

Debate between Magnus Ohman, M.D., Duke University Medical Center and

Gerald Lemole, M.D., The Heart Center at Christiana Hospital

Everyone (?) Knows that Angioplasty is the Preferred Treatment for Multi-Vessel Coronary Disease

Registration

The symposium and lunch are free. However, seating is limited and advance registration is appreciated.

Call (302) 366-1825 for a brochure or to register.

Credit Information

The Medical Society of Delaware designates this continuing medical education activityfor up to 6 credit hours in category 1 credit towards the American Medical

Association's Physician's Recognition Award.

Applications have been submittedfor 6 contact hours by the Delaware Nurses Association. Credit is being requestedfrom appropriate medical specialty organizations.

Sponsored by : In partnership with :

<A Medical Society

WVAjy of Delaware
'''WV*

4k CARDIOLOGY^ CONSULTANTS RA

ChristianaCare
Heart Center

Christiana Hospital
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1998 Legislative Initiatives

The Delaware legislative season will become
active when the Delaware House of Representa-

tives and Senate return to the current legislative

session on March 17, 1998. Your Medical So-

ciety will be active in proposing and supporting

several key health care related legislative initia-

tives.

In preparation for our ambitious legislative

agenda, MSD Executive Director Mark Meister,

Legislative Liaison Philip Corrozi, and I have

conferred with key legislators over the last month.

The meetings have included Speaker of the

House Terry Spence, House Majority Leader

Wayne Smith, Senate Health Committee Chair

Patricia Blevins, and Representatives Joseph

DiPinto, Robert Gilligan, Pamela Maier, and

Jane Maroney. Proposed legislation covers three

major areas: HIV prevention and testing, health

insurance reform, and medical legal issues.

The Medical Society has been asked to support

Senate Bill (SB) 225 which provides for a pilot

needle exchange program in Wilmington to de-

crease the risk of HIV transmission. A MSD task

force has convened to review the issues and facts

of needle exchange and a White Paper will be

available shortly to help guide the debate on

this issue. In addition, legislation to mandate

HIV testing in all pregnant women will be pro-

posed. MSD is advising Representative Maier

as she crafts this legislation.

The Medical Society has proposed two bills to

reform health insurance contracting. SB 194

provides due process when an insurer unilater-

ally terminates a health care provider's contract.

It also prohibits action against a health care pro-

vider for patient advocacy (anti-gag rule). House

Bill (HB) 384 requires HMOs to provide "point

of service" options for out of network services.
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The Society will also be supporting HB 156 with

Senate Amendments that strengthen insurance

plan coverage for mental health. The Society is

also preparing potential legislation that will de-

fine the credentials of an insurance company
medical reviewer and require that the medical

review process be accountable.

The Medical Society has again proposed limita-

tions to civil liability for volunteer physicians pro-

viding care to indigent persons through SB 85.

The Society has proposed an amendment to SB

2 1 0 that requires a certificate of merit by a medi-

cal expert before filing a medical malpractice

civil action. In addition, the amendment further

defines the credentials needed by individuals that

give expert medical testimony. The Society will

also be active in counseling legislators about

HB 315 which further defines a physician's re-

sponsibilities in reporting medical conditions to

the Division of Motor Vehicles.

I expect the Legislative Action Committee and
your leadership will be exceptionally active in

Dover through the end of June. I encourage all

members to become active through the Society

with our legislative initiatives. In addition, mem-
bers are needed to be present in Legislative Hall

as Doctor of the Day when the legislature is back

in session. Please contact Associate Executive

Director Beverly Dieffenbach if you would like

more information on the aforementioned legis-

lation and/or wish to participate in the Doctor

of the Day program.

Best regards,

Stephen S. Grubbs, M.D.

President
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SCIENTIFIC ARTICLE

The Top Medical Stories of 1997

Printed with permission Journal Watch
Volume 18, Number 1 - Pages 6-9

Each year, the editors ofJournal Watch choose the past year's top medical stories. Typically,

stories emerge from a group ofpapers on a similar topic, rather than a single study. All citations are

from 1997 unless otherwise stated. The staffofthe Delaware Medical Journal thanks

Journal Watch once again for its permission to reprint this educationalpiece.

A TURBULENT YEAR FOR DIET PILLS

1997 was a turbulent year for diet pills, begin-

ning with carryover from the late 1 996 concerns

about the association between dexfenfluramine

and primary pulmonary hypertension (JW Oct 1

1 996, p. 1 51 ,
or N Engl J Med 1 996 Aug 29;

335:609, and JW feature, Dec 1 1996, p. 190).

By mid-1 997, dexfenfluramine and the combina-

tion of fenfluramine and phentermine, known as

fen-phen, were in still bigger trouble.

A case series and several additional cases re-

ported in the New England Journal of Medicine

(JW Aug 1
,

p. 1 1 7, or N Engl J Med Aug 28;

337:581, and JW Sep 15, p . 1 4 8 ,
or N Engl J

Med Aug 28; 337:602, 629, 635, 636) found

significant mitral, aortic, or tricuspid valve dis-

ease in 53 patients who had been taking fen-phen

for an average of ten months. By September, the

FDA had received a total of 1 44 case reports of

valvular disease associated with fen-phen or

dexfenfluramine, of which 77 percent were symp-

tomatic. The FDA also reported that 33 percent

of 284 asymptomatic fen-phen and
dexfenfluramine users had abnormal cardiac

valves on echocardiography. Accordingly, the

makers of these drugs pulled them from the

market, and the U.S. Department of Health

and Human Services recommended that all

dexfenfluramine or fen-phen users have a car-

diac evaluation, with echocardiography for pa-

tients who had positive physical findings or were

at risk for bacterial endocarditis (JW Dec 1 5, p.

189, or MMWR Nov 14; 46:1061).

In late November, the FDA approved another

serotonergic agent, sibutramine, after having

rejected it in 1996 because it was found to be

associated with risk for hypertension. In light of

this risk, the FDA recommended it for use only

with appropriate warnings and labeling.
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So, 1997 brought new opportunities for liability

and malpractice attorneys, but not for physicians

trying to help patients with obesity. The average

adult American is one or two pounds heavier

than a year ago, but the current generation of

diet pills does not appear to be the answer. The

search for effective approaches, pharmacologic

and otherwise, continues. — TL Schwenk

DEVELOPMENTS IN CANCER SCREENING

This past year saw several noteworthy develop-

ments in cancer screening: The benefit of fecal

occult blood testing (FOBT) for colorectal cancer

was confirmed, the optimal intervals for pros-

tate-specific antigen (PSA) testing were addressed,

and Pap testing after hysterectomy was discour-

aged.

Ever since a 1 993 randomized trial from Minne-

sota showed that annual FOBT reduced mortal-

ity from colorectal cancer by 33 percent, cor-

roboration of these results has been eagerly

awaited (JW Junl 1993,p.81,orN Engl J Med
1993 May 13; 328:1365). This year, two Euro-

pean trials added to the evidence supporting

FOBT (JWJan 1, p.l, or Lancet 1996 Nov 30;

348:1467, 1472). The first randomized about

62,000 people aged 45 to 75 to biennial FOBT
screening or no screening for ten years, and the

second randomized about 153,000 people.

Those with a positive FOBT were offered full

examination and colonoscopy.

In both studies, FOBT significantly reduced death

from colorectal cancer by 1 5 to 18 percent. This

benefit was smaller than that found in the Minne-

sota study, probably because the Hemoccult

slides used fortesting were not rehydrated in the

European studies, thus limiting their sensitivity.

However, the test was much more specific in the

recent studies; only four percent of subjects in

those trials had colonoscopies, versus 38 per-

cent of those in the Minnesota study. All three

studies led the American College of Physicians to

publish guidelines this summer recommending

specific techniques for FOBT(iW Jun 1 5, p. 98,

or Ann Intern Med May 1 5; 1 26:808).

The controversy over the value of PSA screening

for prostate cancer continued this year. The

American College of Physicians recommended
against routine screening, and instead advo-

cated "individualizing the decision to screen"

(Ann Intern Med Mar 1 5 ;
1 26:480). For those

who advocate screening, two studies suggested

that the screening interval could probably be

lengthened from annually to every two or three

years for men with PSA levels below 2 ng/ml (JW

May 15, p. 83, or J Urol May; 157:1 740, and

JW Jun 15, p. 97, orJAMA May 14; 277:1456).

Finally, a large retrospective study published late

in 1 996 strongly suggested that Pap testing is not

essential for women who have undergone hys-

terectomy for benign disease (JW Dec 1 5 1 996,

p. 1 91 ,
or N Engl J Med 1 996 Nov 2

1 ;
335: 1 559,

1599). The study included about 6,000 women
who had over 10,000 Pap smears; only one

percent of the tests were abnormal, and there

were no cases of biopsy-proven vaginal cancer.

An editorial thus concluded that "Pap smear after

hysterectomy for benign disease should become
a thing of the past." — DM Harper

ARE CT AND MRI MAKING OLD IMAGING
METHODS OBSOLETE?

The newer generations of spiral (also known as

helical) computed tomography (CT) and mag-

netic resonance imaging (MRI) scanners pro-

duce high-resolution images very quickly, mak-

ing them attractive alternatives to standard inva-

sive imaging approaches.

For example, two studies of unenhanced spiral

CT for diagnosing ureteral calculi demonstrated

a sensitivity of 50 to 77 percent and a specificity

of 92 to 1 00 percent (JW May 1 5, p. 83, or Am
J Roent Apr; 168:997, and Radiology Mar;

202:709). Another study compared unenhanced

146 Del Med Jrl
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spiral CT with ERCP for the detection of bile duct

calculi in 50 patients; CT was 88 percent sensi-

tive and 97 percent specific (JWJul 1
,
p. 1 07, or

Radiology Jun; 203:753) Spiral CT, with oral

and colon contrast media, was 100 percent

sensitive and 95 percent specific in diagnosing

appendicitis in a study of 100 patients (JW Feb

1 5, p. 35, or Radiology Jan; 202: 1 39). Thus, the

role of CT in diagnosing ureteral and bile duct

calculi is promising but not definitive, especially

because of its low sensitivity. CT also looks

promising as a tool for diagnosing appendicitis,

but studies comparing outcomes and costs of CT
with those of clinical evaluation are needed.

In the diagnosis of pulmonary embolism, one

study showed a sensitivity of 82 to 94 percent

and a specificity of 93 to 96 percentfor spiral CT,

depending on the observer (JW Dec 1 1 996, p.

1 88 or Radiology 1 996 Nov; 201 :467). In ad-

dition, a small study of magnetic resonance (MR)

angiography for diagnosing pulmonary embo-

lism showed MR angiography to be 75 to 100

percent sensitive and 95 to 1 00 percent specific,

depending on the observer (iWJun 1 5, p. 93, or

N Engl J Med May 15; 336:1422).

These data indicate that spiral CT can probably

replace angiography for diagnosing pulmonary

embolism in most patients. Spiral CT might also

be considered as a replacement for less sensi-

tive, less specific ventilation-perfusion scanning.

Given the accuracy, availability, and ease of use

of CT, MR angiography may have a hard time

competing in this arena. — Kl Marion

ANTIBIOTIC OVERUSE CONTINUES
TO BE A PROBLEM

The act of taking medicine is, in itself, powerful

and reinforcing. This may be one reason behind

the overuse of antibiotics, an alarming trend that

continued through 1997. Perhaps the best evi-

dence of this problem came from a survey of

28,000 office visits, which found that antibiotics

were prescribed for half of patients with colds

and upper respiratory infections, and for

two-thirds of those with bronchitis (JW Oct 1 5, p.

I 57, or JAMA Sep 17; 278:901).

In addition, several studies documented that

antibiotics have limited efficacy for other respira-

tory ailments. One found that patients treated

with erythromycin for non-group A streptococcal

pharyngitis had only a slightly shorter median
time to improvement of sore throat than placebo

recipients (four vs. five days) (JWApr 1
,
p. 55, or

J Gen Intern Med Feb; 1 2:95). Another study of

7 1 6 patients with unclassified sore throats showed
that those who received antibiotics fared no

better than those who were not treated; however,

those who received antibiotics were more likely

to believe that antibiotics were effective (JW May
1, p. 69, or BMJ Mar 8; 314:722). In another

study of 2 1 4 patients with acute maxillary sinusi-

tis, the proportion of patients with marked im-

provement at two weeks was similar with

amoxicillin and placebo (83 vs. 77 percent), and

side effects occurred more often with amoxicillin

(JW May 15, p. 82, or Lancet Mar 8; 349:683).

And finally, a meta-analysis of six randomized

trials comparing antibiotics with placebo for

otitis media concluded that, to make one child

pain-free at one week, 1 7 children must be given

antibiotics (JW Aug 1
,

p. 1 23, or BMJ May 24;

314: 1526).

Overprescribing also has a high biological price:

Two studies document the emergence of new

isolates of methicillin-resistant Staphylococcus

aureus with reduced susceptibility to vancomycin

(JW Aug 15, p. 132, or MMWR Jul 1 1; 46:624,

and JW Oct 1, p. 156, or MMRW Sep 5;

46:813).

On an optimistic note, hospital antibiotic-control

programs were found to effectively reduce pre-

scribing of expensive and commonly misused

antibiotics without compromising clinical care

(JW Sep 15, p. 142, or Clin Infect Dis Aug;

25:230, and Arch Intern Med Aug 1 1/25; 1 57:

1689). Perhaps such programs, along with pub-

lic education campaigns directed at both pa-

tients and physicians, will help to contain the

economic and biologic costs of unrestrained

antibiotic use. — RA Dershewitz
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DIURETICS AND BETA-BLOCKERS:
STILL FIRST-LINE CHOICES FOR
HYPERTENSION

In November 1 997 ,
the Sixth Report of the Joint

National Committee on Detection, Evaluation,

and Treatment of high blood pressure (JNC VI)

reaffirmed its 1993 recommendation supporting

diuretics and beta-blockers as first-iine agents

for hypertension because of proven reductions in

vascular morbidity and total mortality (Arch In-

tern Med Nov 24; 157:2413, and JW feature

May 1 1994, p. 72). Some critics had argued

that newer agents might produce better out-

comes. Moreover, clinicians seem to believe that

the newer drug classes work better: A national

survey showed that between 1 992 and 1 995, the

volume of prescriptions for calcium blockers and

ACE inhibitors increased, and the volume for

diuretics and beta-blockers decreased (JW Jan 1

1 998, p. 1 ,
or JAMA Dec 3; 278: 1 745). But

evidence published in 1 997 supports the

committee's recommendations.

In one randomized trial of 868 adults, atenolol

was significantly more likely to achieve blood

pressure control at eight weeks than enalapril,

hydrochlorothiazide, or nitrendipine (JW Sep 1,

p. 1 33, or BMJ Jul 1 9; 3 1 5: 1 54). Drop-out rates

were highest with the calcium-channel blocker.

Neither calcium-channel blockers nor ACE in-

hibitors were any better than beta-blockers and

diuretics. Another randomized trial of 1,105

men with hypertension found that treatment with

hydrochlorothiazide, atenolol, or captopril re-

duced left ventricular mass, while prazosin,

clonidine, and diltiazem did not (JW Jun 1, p.

85, or Circulation Apr 15; 95:2007).

Two studies addressed outcomes in diabetic

hypertensives. In a study of Medicaid enrollees,

researchers found that beta-blockers did not

increase the risk for severe hypoglycemia (JW

Aug 1
,
p. 1 1 9, or JAMA Jul 2; 278:40). And a

placebo-controlled study showed that initial treat-

ment with low-dose chlorthalidone followed by

either atenolol or reserpine if needed reduced

five-year event rates of cardiovascular disease

by one-third in both diabetic and nondiabetic

patients [JW Jan 15, p. 13, or JAMA 1996 Dec
18; 276:1886).

Obviously, one has to individualize therapy in

many cases; in fact, the 1997 JNC VI report

includes an extensive list of "compelling" indica-

tions for certain drugs in specific situations (e.g.,

ACE inhibitors for patients with type I diabetes

and proteinuria). Nevertheless, the new studies

cited above provide additional support for di-

uretics and beta-blockers as first-line choices for

uncomplicated essential hypertension. — R Saitz

LOW-MOLECULAR-WEIGHT HEPARIN
COMES OF AGE

In the United States, low-molecular-weight hep-

arin (LMWH) is officially FDA-approved only for

prevention of perioperative deep venous throm-

bosis (DVT). However, research has shown that

LMWH may well be more effective and safer than

standard heparin for thetreatment of established

DVT. Moreover, the ease of administration of

LMWH — subcutaneously and without the need

to monitor coagulation tests — makes it an

attractive alternative to standard heparin. While

LMWH is more costly than standard heparin, the

overall costs of a course of treatment may be

comparable. Accordingly, clinicians have begun

to use LMWH for treatment of DVT. But is LMWH
acceptable for the more menacing problems of

pulmonary embolism and unstable coronary dis-

ease? In 1997, several studies suggested that

the answer is yes.

In a European trial comparing subcutaneous

tinzaparin with standard intravenous heparin in

612 patients with acute pulmonary embolism,

rates of death, recurrent thrombosis, and bleed-

ing were identical in the two groups. A second

study found that reviparin was as safe and effec-

tive as standard heparin in over 1 ,000 patients

with venous thromboembolism, of whom 27

percent had pulmonary embolism (JW Oct 1
, p.

149, or N Engl J Med Sep 4; 337:663, 657).
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And what about coronary disease? In a random-

ized trial, over 3,000 patients with unstable

angina or non-Q-wave infarction received either

subcutaneous enoxaparin or intravenous stan-

dard heparin (JW Sep 1
,
p. 133, orN Engl J Med

Aug 14; 337:447). At two and four weeks, the

enoxaparin group had a small but significant

reduction in a composite endpoint (death, Ml, or

recurrent angina) compared with the standard

group, and bleeding complications were similar.

There are several types of LMWH on the market

or in production; their pharmacokinetics and

antithrombotic activities differ, so each must be

proven in clinical trials. Nevertheless, several

drug companies have already asked the FDA to

consider their LMWH products for use in DVT,

pulmonary embolism, and unstable angina. Ap-

proval is likely to come in the not-too-distant

future. — AS Brett

ADVANCES IN UNDERSTANDING AND
TREATING ALZHEIMER’S DISEASE

In last year's "Top Stories," we reported that

estrogen may help prevent Alzheimer's disease

(AD) in postmenopausal women. This past year,

a flurry of other preventive interventions and

treatments entered the scene.

One prospective observational study found that

nonaspirin NSAIDs reduced the risk for AD by

half among a large cohort followed for up to 20

years (JW Apr 15, p. 68, or Neurology Mar;

48:626). Risk was not significantly reduced with

aspirin alone, possibly owing to the low doses

used for prevention of heart disease.

Another study evaluated the effectiveness of two

antioxidants (JW May 15, p. 77, or N Engl J Med
Apr24; 336:1216, 1245). Researchers random-

ized 341 patients with moderately severe AD to

a two-year course of alpha-tocopherol (vitamin

E), selegiline (a monoamine oxidase inhibitor),

both, or placebo. There were delays in reaching

the primary endpoint (death, institutionalization,

severe dementia, or lack of ability to perform

activities of daily living) in the three treatment

groups compared with placebo, and combined
therapy was no better than vitamin E or selegiline

alone. But critics have questioned several as-

pects of this study, including its choice of end-

points and baseline imbalances among the groups

(JW feature, Jul 1 5, p. 11 6).

A recent study found that ginkgo biloba extract,

an herbal medicine recently approved in Ger-

many for treating dementia, may stabilize

mild-to-severe AD or multi-infarct dementia (JW

Nov 15, p. 180, orJAMA Oct 22; 278:1327). In

a one-year randomized, placebo controlled trial

of 202 patients, those receiving ginkgo showed
no change in cognitive function, whereas the

placebo group became significantly worse.

Meanwhile, an international team identified a

molecule called endoplasmic-recticulum-

associated binding protein (ERAB) that may be

central to AD's pathogenesis (JW Nov 15, p.

1 80, or Nature Oct 1 6;389:689). ERAB, which

is present in high concentrations in the brains of

AD patients, particularly near beta-amyloid de-

posits, may combine with extracellular

beta-amyloid to cause cell death.

There's a great temptation to embrace the idea

that a rather simple intervention — a vitamin,

herb, or nonsteroidal drug — could favorably

affect the course of a devastating disease like

AD. But whether these findings will translate into

long-term clinical benefit remains to be seen. —
B Jarman

UNEVEN PROGRESS IN AIDS TREATMENT

For the first time in the sixteen-year history of the

U.S. AIDS epidemic, nation-wide morbidity and

mortality statistics began to turn the corner in

1997. AIDS mortality declined 23 percent from

1995 to 1996 and new cases of symptomatic

AIDS also declined significantly (JW Oct 15, p.

158, or MMWR Sep 19; 46:861).
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However, these advances were not spread evenly

among all patients. Although death rates fell

among all racial and ethnic subgroups and

among all risk-group members, the number of

new symptomatic AIDS cases in women was

actually two percent higher in 1 996 than 1 995,

and AIDS incidence among minority hetero-

sexual men increased almost 20 percent. These

disparities suggest that the new potent therapies

are still not widely used in some communities,

and that disease prevention remains alarmingly

inadequate in many places.

The HIV drugs themselves continue to show great

promise in small study populations. Highly active

antiretroviral therapy (HAART), consisting of a

protease inhibitor and two nucleoside-analog

drugs, can eradicate detectable circulating viral

RNA for a year or longer in the great majority of

patients (JWOct 15, p. 157, orN Engl J Med Sep

11; 337:734). However, in routine practice,

these benefits are seen in only about 50 percent

of patients, with failure in the others ascribed to

poor compliance with the medications, viral re-

sistance, or both (S. Deeks et al, abstract pre-

sented at the 37th Interscience Conference on

Antimicrobial Agents and Chemotherapy).

And last year's hopes that AIDS might actually be

cured by HAART now seem unrealistic. Circulat-

ing CD4 lymphocytes from patients taking HAART
for up to 30 months with excellent clinical re-

sponses were still found to contain latent but

healthy HIV that could infect other cells (JW Dec

15, p. 189, or Science Nov 14; 278:1291,

1295). These results indicate that while long-term

HAART remains a powerful suppressor of HIV,

even after many years, it is not a cure. —A Zuger

DOES CHLAMYDIA PNEUMONIAE INFECTION
CAUSE CORONARY ARTERY DISEASE?

In 1997, the implausible idea that coronary

artery disease (CAD) might be caused by infec-

tion with Chlamydia pneumoniae became plau-

sible. In 1 988, Scandinavian investigators found

higher levels of antibodies to C pneumoniae in

patients with CAD. Then, longitudinal studies

showed higher antibody levels were an indepen-

dent risk factor for CAD. Things got really inter-

esting when the organism was shown to be living

within coronary and carotid atheromas taken

from symptomatic patients but not in the endot-

helium of nondiseased arteries (JW Jul 1 ,
1 996,

p. 102, or J Am Coll CardiolJun 1 996; 27: 1 555,

and (JWJan 1 5 1 996, p. 1 6, ordrculation 1 995
Dec 15; 92:3397). There was no longer any

doubt that the organism was associated with

CAD (and cerebrovascular disease), but the ques-

tion remained: Is the organism simply an "inno-

cent bystander" that colonizes atheromas after

they start, or does it initiate and perpetuate

CAD?

To address that question, a British team followed

213 consecutive male survivors of myocardial

infarction for 18 months. Sixty men with high

antibody levels to C pneumoniae were random-

ized to receive azithromycin or placebo. Anti-

body levels fell in the treated group, but not in the

placebo group. Recurrent cardiovascular events

occurred in eight percent of the treated group,

compared with 25 percent of the placebo group

(JWSep 1
,
p. 1 33, or Circulation Jul 1 5; 96:404).

A second study randomized 202 patients with

unstable angina or non-Q-wave infarction to

roxithromycin or placebo. Cardiac ischemic

death, Ml, or recurrent severe ischemia occurred

in two percent of the treated group, versus nine

percent of the placebo group (JW Oct 1 ,
p. 1 53,

or Lancet Aug 9; 350:404). Thus, both studies

showed a roughly 75 percent reduction in car-

diovascular endpoints. However, both studies

were small and had results that did not achieve

statistical significance.

A causal role for Chlamydia pneumoniae in CAD
has not been established yet, but the evidence is

mounting. One day, we may be able to treat

CAD (and atherosclerosis of other arteries) with

antibiotics or even prevent it altogether with

immunization. Not sure you believe it? Did you

believe, even as late as 1 992, that peptic ulcers

were an infectious disease? — AL Komaroff
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TELOMERASE: THE ACHILLES’ HEEL
OF CANCER?

In the past 20 years, the discovery of oncogenes

and tumor-suppressor genes has revolutionized

cancer biology and directly affected clinical prac-

tice. However, a simple question remains: How
do activated oncogenes or inactivated tumor-

suppressor genes drive a tumor cell to proliferate

indefinitely?

It now appears that one part of the pathway to

cancer cell immortality involves the enzyme

telomerase. Telomerase acts on the telomere,

the DNA protein "cap" at the tip of each linear

chromosome. Normally, the telomere shrinks as

the cell divides and differentiates. When the

telomere has lost a certain fraction of its length,

the cell dies. In immortal cancer cells, however,

reactivation of telomerase results in continual

addition of nucleotides back to the telomere.

With an inexhaustibly full-length telomere, cells

continue to divide.

The first indication of the importance of telomerase

in human cancer came in late 1994, when

investigators assayed cells from 1 8 different types

of human tissue — some malignant and some
normal — for the presence of telomerase. The

enzyme was found in 98 of 1 00 cancer cells and

none of 22 normal cells (Science 1 994 Dec 23;

266:201 1). In 1997, two teams simultaneously

discovered and began to characterize the gene

for telomerase (JW Oct 1 ,
p. 1 54, or Science Aug

15; 277:955, and Cell Aug 22; 90:785); it is an

ancient gene, present in all animal cells, and

related to the reverse transcriptase enzymes found

in retroviruses. Both teams found that the gene is

activated in cancer cells and inactivated in nor-

mal cells. The next experiment to conclusively

demonstrate the role of telomerase in cancer—
which will be to determine whether insertion of

active telomerase genes into aging cells immor-

talizes them — is almost surely underway in many
laboratories.

Many cancer biologists believe that telomerase

may prove to be the Achilles' heel of cancer cells

and that therapeutics might eventually be devel-

oped to inactivate telomerase, selectively killing

cancer cells. In the shorter term, identifying

telomerase in cells may prove to be a diagnostic

test for cancer. — AL Komaroff

CARVEDILOL: A BETA-BLOCKER FOR HEART
FAILURE REACHES THE MARKET

Not so long ago, the notion that beta-blockers

might be effective for congestive heart failure

seemed ludicrous. But in 1997, carved ilol — the

first new major treatment for congestive heart

failure since vasodilator therapy — reached the

U.S. market.

The data in support of carvedilol have been

building for some time. In December 1 996, three

randomized, placebo-controlled trials, each in-

volving about 300 patients and testing carvedilol

in addition to standard therapy, showed that

carvedilol improved left ventricular function and

led to clinical improvement in patients with mild

or moderate-to-severe heart failure (JW Jan 15,

p. 16, or Circulation 1996 Dec 1; 94:2793,

2800, 2807). These data and a study published

in February (JW Mar 1 , p.38, or Lancet Feb 8;

349:375) demonstrated that carvedilol could

reduce mortality and relieve symptoms.

Carvedilol is not just any beta-blocker: It blocks

alpha-receptors, and also has some antioxidant

effects. A meta-ana lysis of studies of beta -blocker

therapy for heart failure found a strong trend

toward better outcomes with carvedilol com-

pared with other beta-blockers (iWAug 1
,
p. 1 18,

or J Am Coll Cardiol Jul; 30:27).

As promising as carvedilol appears in these

studies, even its enthusiasts warn that it must be

used with caution. A high rate of complications

during the first several days of therapy has been

seen, and many patients feel worse during this

period. Furthermore, this strategy is risky to

initiate when patients have "decompensated" heart

failure — and that is precisely the period when

most clinicians think of altering a patient's regi-
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men. Carvedilol may indeed change heart failure

therapy dramatically, but, at least for now,

beta-blockers are probably best initiated by clini-

cians with a special focus on heart failure.

— TH Lee

AND FINALLY . . .

While the preceding "Top Stories" represent gen-

eral themes that emerged from clusters of publi-

cations, here are some noteworthy single studies

that Journal Watch covered in 1997:

In a study of 200 patients at high risk for coronary

events who underwent major noncardiac sur-

gery, perioperative atenolol significantly reduced

six-month mortality from eight to zero percent

(JWJan 1 5, p. 1 6, orN Engl J Medl 996 Dec 1 9;

335:1713). The study was small, and some
critics have viewed the results skeptically, but the

American College of Physicians was impressed

enough to recommend this intervention in its new
guideline on perioperative management of high-

risk patients having noncardiac surgery (Ann

Intern Med Aug 15; 127;309-12).

•

A randomized trial (GUSTO lib) compared pri-

mary angioplasty and thrombolytic therapy with

t-PA in 1,138 patients with acute myocardial

infarction (JW Jul 1
,
p. 1 02, or N Engl J Med Jun

5; 336: 1621). The rate of death, reinfarction, or

disabling stroke at 30 days was lower with

angioplasty than with t-PA (9.6 vs. 1 3.6 percent).

The authors concluded that primary angioplasty

may be slightly better than t-PA in the short term,

if it can be done promptly by a skilled cardiolo-

gist.

In two randomized trials involving a total of

40,000 patients, starting aspirin within 48 hours

of ischemic stroke (versus waiting until discharge

from the hospital) reduced the short-term rate of

death or recurrent stroke by about one per 1 00
treated patients (JW Jul 15, p. 112, or Lancet

May 31; 349:1569, and Lancet Jun 7; 349:

1641). The rate of death or dependency at six

months was also significantly reduced by about

one per 100. These benefits may not seem
impressive, but the intervention is safe and inex-

pensive.

And how could we forget Dolly, the first adult

mammal cloned by somatic cell nuclear transfer

(JW Apr 1
,
p. 53, and Nature Feb 27; 385:8 1 0)?

In response to this development, President Clinton

appointed a commission to examine the ethical

issues raised by cloning. A summary of the

commission's report, and several responses to it,

are published in the September-October Hastings

Center Report (Sep-Oct; 27:6). — AS Brett

Journal Watch (ISSN 0896-7210) is published semimonthly

by the Massachusetts Medical Society, 1 440 Main Street,

Waltham, MA 02154-1600. Subscription price is $89.00

peryear. To subscribe call: 1-800-843-6356.
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EDITORIAL

Managed Cost

G. Stephen DeCherney, M.D.

Managed care, if truth be told, may be managed
but it is not care; it is managed cost. The theory

behind managed care is that services can be

appropriately allocated a priori by a combina-

tion of the payer (insurer, HMO, Blue Cross/Blue

Shield, etc.) and a gatekeeper (primary care

physician). The care delivered to the patient is

managed. This should be contrasted with the

older system of limitless care, on demand, and

reimbursed on a cost-plus basis. In this system,

the providers (doctors and hospitals) spent what

they thought was necessary and billed for the cost

plus a small markup. When the total health care

bill was only five or six percent of the gross

domestic product of goods and services, it could

be tolerated. The turning point came when the

CEO of GM noted, during labor negotiations,

that more was spent on health care per car than

steel. The history from then to now is familiar to

most readers of the Delaware Medical Journal.

Unlike the auto industry, in which Consumer
Reports can measure a clear outcome, no one

has developed accepted outcome measurements

for medical care. Another dissimilarity is that a

car lacks the dimension of time. A new car, left

in an airtight cargo container would deteriorate

very slowly with time, almost imperceptibly. By

contrast, a living organism would change over

the same time. Young organisms would "grow-

up" and older organisms would senesce. Out-

come measurements, consequently, are some-

what arbitrary snapshots, frozen in the moment.

Often these outcome measurements are post-

episode of acute care (such as the thirty-day

mortality rate post-hospital discharge). Worse,

it may be a convenience measure, chosen by the

availability of surrogates and not the real out-

come. For example, in diabetes, glycated hemo-

globin is used, when the real outcome is preven-

tion of complications. Frequently, it is impos-

sible to fully ascertain the desired outcome.
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Similar to a car, however, is the concept that

inputs are necessary for production (even if we
currently cannot either recognize or agree on the

product). Health economists describe the pur-

pose of medical care as that which "produces

health." In order to be healthy longer, we need

to invest in exercise, which is one form of input.

Exercise is a primary preventive measure, like

protecting the water supply from contamination.

Once a disease has taken hold, medication

would be another form of input. In bipolar

affective disorder it might be Depokote or

Limbitrol. Inputs are relatively easy to measure

except for the labor component. Even for the

labor costs, some reasonable approximations

could be made. For the forty or fifty most

common illnesses, most practitioners could agree

on a set of inputs. Different practitioners might

choose different inputs for individual patients,

but surely no one is treating congestive heart

failure with insulin. What are not known, are the

optimum inputs for any particular situation. Prac-

tice guidelines and clinical pathways both at-

tempt to standardize inputs. In most cases, these

guidelines are the best judgment of a body of

experts. We rarely attempt to collect data on the

process and continually improve it. As industry

has discovered, you must understand all the

inputs to control the final product outcome.

Anything else resembles German Expressionist

art.

From this economic vantage point, managed
care cannot succeed. The gatekeeper might

decide that some cars can function with only

three tires or less oil. Some health plans would

offer oil changes at 3,000 miles and some at

4,000. In the latter case, the plan would assume
that the car would be under someone else's care

when it broke down.

Instead of managing costs, we need to better

understand desirable outcomes for at least the

common diseases and seek the optimum inputs.

Rehabilitation Consultants, Inc.
Physical Therapy • Occupational Therapy • Speech Therapy

Approved by Medicare, most Managed Care, HMO, and Major Insurance Plans

Silverside Road Office

Suite 105 Springer Bldg. Ca„ 302/478-5240 or 302/655-5877
Concord Plaza

3411 Silverside Road

Baynard Blvd. Office

2100 Baynard Blvd.

Wilmington

Serving the Greater Wilmington Area Since 1970
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Medical Warrior, Fighting Corporate Socialized Medicine
Miguel A. Faria, Jr., MD

Hacienda Publishing, Macon, GA - 1997

207 pages - $23.95

David Platt, M.D.

Miguel Faria emigrated to United States from

Cuba at age 13 and attended U.S. schools. He
completed a residency in neurosurgery atEmory

University. While practicing neurosurgery, he

became a clinical professor at Mercer University

School of Medicine, and editor of the Journal of

the Medical Association of Georgia This book is

in large part a compilation of essays and edito-

rials he wrote as editor of that journal.

Dr. Faria writes that Medicare and Medicaid

weakened physicians' natural defenses to gov-

ernment intrusion, and led the way to managed
care and HMOs, which will take that care out of

the control of physicians and lead to the corpo-

rate socialization of medical care.

David Platt, M.D. is a member of the Medical Society of Dela-

ware and is a contn'buting author to the Delaware Medical Jour-

nal.

The author's solution to the problem includes

three items:

1 . Medical Savings Accounts — each family will

use pre-tax money to establish an account to

be used to pay ordinary medical bills. Any

money in the account not spent will go to the

patient or the patient's pension fund. This will

deter over-utilization. With pre-tax money,

again, the family will buy a high deductible

catastrophic health insurance plan. If money
is left in the family's medical savings account,

it can be used to pay the premium for this

policy, which will cover major medical ex-

penses. Patients will have free choice of phy-

sicians, hospitals, and other providers. Noth-

ing will disturb the physician-patient relation-

ship. Medical care will be provided exactly as

of old, without government or corporate in-

volvement.
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2. Indigent patients will be treated withoutcharge

by physicians and hospitals, as they always

have been in the past. If it is deemed easier to

do this through Medicaid, Medicaid will be

privatized.

3. Because of the high level of violence in our

society, which militates against health, all

antigun legislation will be cancelled, and

everyone will have the right to carry a gun for

self protection.

Despite repeated requests from the Board of

Directors of the Medical Society of Georgia for

him to moderate his stand, Dr. Faria persisted

with his campaign in the pages of their journal

and elsewhere. The Board fired him. Dr. Faria

was then offered, and accepted, the editorship of

The Medical Sentinel, the journal of the Associa-

tion of American Physicians and Surgeons, a

society formed to counter the socialization of

medical practice.

I think the Board was right to fire Dr. Faria. His

book is well written and full of his passion for a

cause in which he believes, but, I think, his

proposed solution is wrong.
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A Moment of Silence

E. Wayne Martz, M.D.

At this time I am aware of the deaths of ten of our

members during 1997. Obituaries of three of

these have already been published in theDe/a-

ware Medical Journal: William O. LaMotte, Jr

(published January 1997), Norman Taub (pub-

lished February 1997), and Robert Klingel (pub-

lished in February 1998). One of our leading

members who died in 1 996 has not been recog-

nized, and I shall endeavor to correct that here.

I have not been able to get adequate information

for some of our 1997 members. More detailed

writeups will be done when we get the informa-

tion, or when a personal friend or family member
prepares an obituary. Meanwhile, a tribute to

John Walker Maroney is scheduled for the April

1998 issue of the Delaware Medical Journal

E. Wayne Martz, M.D. is the Editor Emeritus of the

Delaware Medical Journal.

JEROME J. BREDALL, a 1932 graduate of St.

Louis University College of Medicine, insufficient

information.

RICHARD WILLIAMSON COMEGYS died April

24, 1 997, at the age of 89. FH is undergraduate

education was at St. John's College, Annapolis,

and he received his M.D. from University of

Maryland in 1933. He entered practice in 1934

in Clayton, Delaware, and except for two years

as a Battalion Surgeon in the European Theater

in World War II, he practiced there continuously

until retirement in 1969. Following retirement,

he resided in Oxford, Maryland, and thereafter

his professional work consisted largely of Emer-

gency Room coverage at Kent General Hospital,

Dover, and Eastern Shore Hospital, Cambridge,

Maryland. He was licensed in both states and a

member of both state medical societies. Dr.

Comegys was an avid sailor and enjoyed his
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hobby for many years of retirement. He is sur-

vived by his wife of 62 years, a daughter, three

sons, a brother, two sisters, nine grandchildren

and seven great grandchildren.

HUGH R. DOUGHERTY was born on October 4,

1903, and died May 13, 1997. A 1936 gradu-

ate of Temple University School of Medicine, Dr.

Dougherty did Family Practice in Elsmere for

many years. His daughter Margaret has volun-

teered to write his obituary, and we will publish

that memorial when it is received.

JOSEPH ROBERT FOX of Dover died August 7,

1997, at the age of 80. His baccalaureate

degree was from Princeton University and his

M.D. from Jefferson 1943. He took internship

and residency in Otolaryngology at Jefferson

Hospital, Philadelphia 1943-46, and in Oph-

thalmology at University of Pennsylvania and

Graduate Hospitals 1946-49. He achieved

Board certification in each specialty separately,

1947 and 1952. As a member of the Naval

Reserve he was called to duty in WWII (Fifth

Marine Division Evacuation Hospital) and the

Korean conflict, and eventually retired from the

Naval Reserve in 1958. Bob Fox opened an

EENT practice in Dover in 1951 and served as

Chief of that service at Kent General Hospital for

many years, eventually retiring in 1 986. He was

deeply involved in medical affairs and in com-

munity affairs throughout his life, and was widely

admired, respected and loved. A sampling of his

activities included a faculty appointment at

Jefferson Medical College 1952-61, Central

Delaware Chamber of Commerce, Board of

Directors Kent General Hospital, Rotary Club,

Medical Society of Delaware, American Medical

Association, Rehoboth Bay Sailing Association,

Maple Dale and Rehoboth Beach Country Clubs

and many more. He is survived by his wife of 50

years, two sons, a daughter and two grandsons.

ABRAHAM A. GOLDEN died July 24, 1 997, at the

age of 84 after a brief illness. A. A., as he was

often called, was a 1 935 graduate of the Phila-

delphia College of Osteopathic Medicine, and

took post doctoral training in Anesthesiology in

Dublin, Ireland, Philadelphia and England. He
returned to Wilmington where he had earlier

developed a Family Practice, and became the

first Director of Anesthesiology at Riverside Hos-

pital. He was a leader on the Riverside staff and

in the Osteopathic community for many years,

and in the 1970s when relationships with the

MDs opened up, he was a major factor and

bridge for uniting medical care in the state. He
gradually gave up his work in Anesthesiology in

the 1980s, but continued to do Family Practice

until shortly before his death. He is survived by

his wife of 54 years, a son, a daughter, a sister

and two grandchildren.

PARKW. HUNTINGTON, JR died June 14, 1 997,

following surgery. He was 72 years old. Park was

a graduate of Wilmington Friends School and

the University of Delaware, and in 1 949 received

his M.D. from Jefferson Medical College of

Philadelphia. He took internship and residency

training in Pathology at the Delaware Hospital in

Wilmington. Upon completion of residency he

was invited to join the attending staff in Pathol-

ogy, and worked there until his retirement in

1991.

Park was a direct descendant of Thomas Hun-

tington, one of the original founders of Newark,

New Jersey. He had a lifelong interest in geneal-

ogy, American history and antiques, and was a

member of historical societies from Boston to

Baltimore, including, of course, the Sons of the

American Revolution. He was a gentle, quiet,

kindly man, well known and loved in the Dela-

ware medical community. He is survived by his

wife of 45 years, a physician son, a sister and a

legal god-daughter and her three children. At

the time of his death his mother was still alive.

JAMES ROBINSON MC NINCH died in his home

of respiratory failure July 30, 1 996, at the age of

75. He was born June 26, 1921, in Wheeling,

West Virginia, received his undergraduate edu-

cation at Washington & Jefferson College and

his M.D. from the University of Maryland in the

top quarter of his class a few days before his 24th

birthday, a remarkable achievement. His intern-
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ship and residency in Surgery was at the Univer-

sity of Maryland Hospital 1 945-53, with time out

for service in the U.S. Air Force 1946-48. He

came to Dover in 1 953 and was one of the first

few (actually the third) fully trained and Board

Certified surgeons in the community. Jim was an

avid sportsman, a golfer, duck hunter, team

physician (Wesley College), yet prided himself

on service to his community, his state (member of

the DIMER Board) and his profession.
(
He cov-

ered the hospital on Christmas for 38 years so

others could have the day off.) He is survived by

his wife Carole, two sons and two grandchildren.

RUBLEE C. SOULE, a Family Physician in New-

ark since 1 955, died November 10, 1 997, at the

age of 75. Rublee received his M.D. from Harvard

Medical School in 1949, and interned at the

University of Iowa Hospital. Following comple-

tion of internship he promptly entered the Army

which sent him to Korea for the conflict there for

two years. On his return to civilian life he was

recruited by the DuPont Company and spent the

next three years in Occupational medicine at

their Deepwater, NJ plant. In I 955 he opened his

office in Newark, Delaware for Family Practice,

achieved Board Certification and continued to

practice there until the mid 1980s when poor

health forced him to turn his practice over to

another physician (Perry Mitchell). A severe,

aggressive late onset rheumatoid arthritis cur-

tailed his activities from then on, but he fought

back as best he could and continued boating,

caravan trips, and woodworking. His colleagues

considered him a fine doctor, a man of quiet

courage, "a very private person," and all la-

mented the unfortunate illness that forced him

from his practice and eventually led to his death.

He is survived by his wife Marilyn, a daughterand

three grandchildren.

Editor's Note:

After receipt of this tribute written by Dr. Martz, we were sad-

dened to learn of four additional deaths: Dr. I. Favel Chavin

(January 20, 1 998), Dr. Christos Stavros Papastavros (February

13, 1998), Dr. Emerson Gledhill (February 19, 1998), and Dr.

Stuart B. McMunn (February 26, 1998). It is our hope to

commemorate these fine Delaware physicians in a future issue

of the Delaware Medical Journal.

FAMILYPRACTITIONER
NEEDED

We are currently seeking two Family Practi-

tioners to join two private practice opportu-

nities affiliated with Bayhealth MedicalCen-
ter, a 231 bed facility in Central Delaware
called KentGeneraland Milford Memorial,

a

1 85 bedfacility located in Milford, Delaware.

Candidates will be board eligible or board

certified. Attractice guaranteed basesalary

with incentive based on production is avail-

able for the first two years. First year income
potential $150K-180K plus full benefits and
no state sales tax. Contact:

John J. Baumann, M.D., Vice President

J.J. & H., Ltd.

1775 The Exchange, Suite 240
Atlanta, GA 30339

(770)952-3877

Fax:(770)952-0061

PRIME OFFICE

RENTAL

Large or Small Area Available

Newark Medical Center

324 East Main Street

Newark, DE 1 971

1

in building housing

Newark Emergency Center

For Information Contact

Thelma Clagett:

302 -738-6600
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AUTOMATIC
REMOTE DATA

BACKUP
SOFTWARE

bB&t

B 1 I AM’S
Data Storage Services

Save your business with TeleBackup.'

All it takes is a phone call to backup your""

entire business. Backup as often as you

want, and best of all, whenever you want

— anytime of the day or night!

Benefits of TeleBackup:

Convenience. Set-up an automatic backup

schedule and let Telebackup mind your business.

Low Cost. Just $25 a month - no matter how

often you backup!

Safe Offsite Storage. Electronic media vaults at

Brian’s Data Storage Services protect your system

data against theft, lire, system tampering, and

other business interruptions.

Security. The multi-level TeleBackup security

system ensures that onlyyou have access to

your data.

Easy Recovery: Restore lost hies by telephone

anytime or order a CD-ROM restoration of your

entire hard drive.

Call us today to leam how you
can save your business right

over the phone!

302 999-9221
BRIAN’S INC. TELEBACKUP™
‘Cause Backing Up Isn’t Hard

To Do’:



IN BRIEF

"DON’T LET A FALL BE YOUR LAST TRIP"

PROGRAM

The American Academy of Orthopaedic Surgeons

has launched a new prevention of injuries public

education program which focuses on the major

consequences of falls of the elderly and the

prevention strategies to avoid falls.

The Academy's brochure — "Don't Let a Fall Be

Your Last Trip"— calls attention to the medical and

personal risk factors of falls and the causes of falls

in the home. The brochure also outlines the simple

modifications that will eliminate hazards in the

home where 60 percent of all falls of the elderly

occur. The key message of the program is that falls

are not natural occurrences; falls can be

prevented.

To order this brochure, contact the Academy at

(800) 626-6726. To ordera free posterfor display

in your office, please call (800) 346-2267,

extension 4 1 23.

35TH INFECTIOUS DISEASE SYMPOSIUM

WHEN: May 5th, 6th, 7th, 1 998

WHERE: Delaware Academy of Medicine

Building • 1 925 Lovering Avenue

Wilmington, DE

For more information, contactWilliam J. Holloway,

M.D., Director of Infectious Diseases at Christiana

Care— (302)428-2744

Sponsored by the Medical Society of Delaware,

Christiana Care, and the Delaware Academy of

Medicine.

MALE PATTERN BALDNESS AND
FINASTERIDE

A drug originally developed to treat prostate

enlargement, Finasteride, has been found

effective in the treatment of male pattern baldness.

According to a Jefferson Medical College research

team, Finasteride (to be marketed under the brand

name Propecpia) effectively blocks testosterone

action at the hair follicle resulting in a high

percentage of hair regrowth and slowing of hair

loss.

The one milligram dosage of Finasteride

necessary to produce hair restoration is much less

than the dosage typically prescribed for treating

enlarged prostate glands. The small dose does

carry some minor side effects, however. "A fraction

of a percent of men will experience a decrease in

libido or sexual function which normalizes after

stopping the drug," explains Dr. Guy Webster,

director of the Center for Cutaneous Pharmacol-

ogy at Thomas Jefferson University Hospital in

Philadelphia, Pennsylvania. "Propecia has not

been approved for women with thinning hair since

it can have ill effects on a fetus."

Dr. Webster says that Propecia is more effective

than over-the-counter Rogaine and less expensive

and painful than hair transplants. FDA-approved

in December 1997, Propecia is now available.

KENT/SUSSEX COUNTY ASSOCIATE
EDITOR SEARCH

The Delaware Medical Journal is looking for an

Associate Editor to represent physicians from Kent

and Sussex County. Responsibilities would include

coverage of local events, editorial writing and

attendance at a minimum of one editorial meeting

per month (there are two meetings each month). If

you are interested in the position, please contact

Kristine Riccardino at 302-658-7596 by April 23,

1998.
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GREENVILLE BEAUTY

A physician's unique estate on a secluded 2.9 acres overlooking the

Wilmington County Club golf course. Call owner/agent for a brochure or a

private showing.

$1,189,000. 302-658-5955

The Delaware Academy of Medicine's

1998 Annual Banquet

Guest Speaker: Stephen Gunzenhauser, Musical

Director, Delaware Symphony

Friday, April 24, 1998

6:30 P.M.

Seating is limited.

For information and reservations,

please call:

(302) 656-1629

The Delaware Academy ofMedicine, Inc.

1 925 LoveringAvenue
Wilmington, DE 19806

MAXIMIZE YOUR PROFITS

Financial

Healthcare

Services

Services designed to give you the most Effi-

cientAccounts Receivable Management Ser-

vice offering

BILLING

FOLLOW-UP
COLLECTION

All Aimed At Increasing Profits!

Christopher Simendinger
Vice President

Director of Patient Accounting
SIMM Associates, Inc.

(
302

)
369-2121
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YOUNG PHYSICIANS SECTION UPDATE

The AMA Young Physicians Section

1997 Interim Assembly Report

Michael S. Katz, M.D.

The American Medical Association's Young Phy-

sicians Section held its interim assembly meeting

on December 4-6, 1 997 in Dallas. The AMA-YPS
Assembly is composed of delegates representing

their constituent state medical societies, spe-

cialty societies, and branches of the uniformed

services. Representatives are AMA members and

are under the age of 40 or have been in practice

less than five years if they are over the age of 40.

The following summarizes resolutions presented

for debate and voted on by The AMA-YPS Assem-

bly:

Eliminating Improper use of DEA Numbers by

Developing A Universal Physician Identification

Number: Referred to The Governing council who
will evaluate the need for the AMA to work

Michael S. Katz, M.D., is a Delegate to the AMA-Young Physi-

cians Section and is the Chairman of the Medical Society of

Delaware's Young Physicians Section.

toward the creation of a federally based, univer-

sal physician identification number that can be

used in lieu of DEA numbers for prescription

tracking purposes.

Inappropriate Access to Physician Prescribing

Information: Asks the AMA to oppose the prac-

tice of obtaining individual physician prescribing

data by pharmaceutical companies.

Physician Review of Billings and Remittances

Made on Their Behalf: Creates YPS policy that all

physicians are entitled to review all billing state-

ments submitted for medicai services rendered

on their behalf.

Independent Contractor Status Relief: Instructs

the AMA-YPS to amend the YPS publication,

"Contracts: What You Need to Know", to provide

information on Section 530 of the IRS Code
regarding independent contractor status includ-

Del Med Jrl
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YPS Update

ing educational materials discussing the require-

ments for obtaining independent contractor sta-

tus, the benefits and drawbacks of independent

contractor status and the prevalence of indepen-

dent contractor status among the medical spe-

cialties. This information is available to AMA
members by contacting the YPS office

(1 -800-AMA-32 11).

HCFA Documentation Guidelines: Supports AMA
efforts to delay implementation of the HCFA's

new Evaluation and Management Guidelines, to

modify these guidelines with physician input from

all specialties, and to educate members regard-

ing these guidelines.

Termination Without Cause Contract Clauses:

Adopts Policy to oppose termination without

cause provisions in all physician contracts.

Task Force to Examine Federal Government Bud-

get Initiative to Hospitals: Referred to the govern-

ing council to ask the AMA to establish a task

force to study the impact on patients and physi-

cians of the federal government's budget initia-

tive to pay hospitals not to train physicians.

Good Samaritan Legislation for Hospital Based

Physicians: Referred to the governing council

seeking AMA policy encouraging state societies

to pursue legislation amending Good Samaritan

laws to include the same exemptions from liabil-

ity for hospital based physicians who respond to

medical emergencies outside either their respec-

tive practice area in a heath care facility or

outside their particular specialty of medical prac-

tice.

Anti-Stalking Laws: Calls on the AMA to study

current anti-stalking laws and preventive mea-

sures to help support victims of stalking, and to

develop model legislation.

Ethics of Treating Emergent or Urgent Patients:

Referred to the governing council to evaluate the

need to urge the Council on Ethical and Judicial

Affairs to review and expand the Association's

ethical stance on the treatment of patients with

urgent or emergent complaints and the implica-

tions on a physician's right to choose to whom
and where they provide care.

Mandatory Reporting of Blood Alcohol Contentor

Illicit Drug Use in Operators of Motor Vehicles:

Referred to the governing council to evaluate

ways to improve public health through reducing

alcohol and illicit drug related accidents.

Coverage of Children’s Deformities, Disfigure-

ment and Congenital Defects: Establishes YPS

policy to support the AMA in seeking to have

insurers pay for treatment of a child's congenital

or developmental deformity or any disorder due

to trauma or malignant disease. Such insurance

should be portable and legislation should be

sought by the AMA to achieve these goals.

Physician Information on the Internet: Establishes

YPS policy to support AMA efforts to assure the

appropriateness of physician profile data and

physician information published on the Internet

in formats designed for layperson access.

Confidentiality of The AMA Web Site: Supports

the development and continued review of mecha-

nisms, including enhanced software packages,

which protect against the practice of using per-

sonal information of physicians in online appli-

cations without the express permission of the

particular member.

Sunshine on Elected Officials: Instructs all physi-

cians who hold positions above the level of

delegate to the AMA-YPS Assembly adhere to

disclosure guidelines requiring them to disclose

all financial arrangements, advisory roles and

other relationships with managed care compa-

nies.

Medical StudentTraining In Airway Management:

Asks the AMA to encourage the inclusion of

techniques of basic airway management, includ-

ing bag-mask ventilation and maintenance of

airway patency, in unconscious people as part of

undergraduate medical education and to en-

courage medical student airway management
training on patients.
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Campaign Finance Reform: Asks the AMA to

work with political coalitions to place reason-

able limits on "soft money" contributions to politi-

cal campaigns.

Unreasonable Burdens with Insurance Tails: Di-

rects the YPS governing council to study the

various types of available malpractice insurance

products; to identify the characteristics, risks and

cost implications associated with each option; to

develop educational materials to assist young

physicians in selecting malpractice insurance

and negotiating with potential employers for the

provision of appropriate malpractice insurance;

to study the option of opposing the current

insurance tail system.

Genetic Counseling: Asks the AMA to review

guidelines for pretest and post-test education/

genetic counseling as proposed by the National

Association of Genetic Counselors (JAMA

278(15), October 15, 1997: 1217-1220).

Obesity as a Public Heath Issue: Instructs the YPS

to send a resolution to the AMA HOD asking the

AMA to recognize obesity as a major public

health problem; to study the medical, psycho-

logical and socioeconomic issues associated

with obesity, including reimbursement for evalu-

ation and management of obese patients, and

the impact of media portrayal of eating disor-

ders; to work with other public and private

organizations to develop ethical and

evidence-based recommendations regarding

education, prevention, and treatment of obesity.

Food-Borne Illness: Asks the AMA to study the

issue of food-borne illness and report back with

appropriate implementation strategies related

to methods to reduce the incidence of food -borne
illness; the enforcement of existing regulations to

ensure the safe production, handling and trans-

portation of food items; ways to improve public

education and awareness of food contamina-

tion.

Tobacco Use in the Media: Instructs the AMA to

aggressively lobby appropriate entertainment,

sports and fashion industry executive, the media
and related trade association to cease the use of

tobacco products, trademarks and logos in their

activities, productions, advertisements and me-
dia accessible to minors; to work with other

public and private parties to actively identify and
promote tobacco prevention programs for mi-

nors.

Tracking of Mail Order Pharmaceuticals: Instructs

the AMA-YPS governing council to inform the

AMA Council on Medical Service and the AMA
Council on Scientific Affairs of the problem of

temperature fluctuations during shipment of mail

order pharmaceuticals, and ask them to make
recommendations for appropriate AMA action

to address this problem.

If you wish to learn more about the Medical Society of Delaware’s Young
Physicians Section, or the AMA-YPS, and how you may participate, please

contact Mary LaJudice (302) 658-7596, or Michael S. Katz, M.D., Chair,

MSD-YPS (302) 651-6403. The next meeting of The AMA-YPS will be at its

annual assembly meeting, June, 1998 in Chicago.
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Advanced CT Imaging
at Three Locations

Brandywine Imaging Center,

Omega Imaging Center, Pike Creek Imaging Center

Diagnostic Imaging Associates, P.A. has three locations in

Northern Delaware providing advanced Computerized Tomography (CT) imaging;

Brandywine Imaging Center in North Wilmington, Pike Creek Imaging Center

in the Pike Creek area and Omega Imaging Associates for your patients

in the Newark area. DIA’s high resolution scanners are capable of

dynamic scanning and spatial resolution of .5 millimeters. Each facility has a

board certified radiologist on staff with special fellowship training in body CT. For your

convenience, patients can be scheduled same day with wet reading faxed immediately.

Diagnostic Imaging Associates accepts virtually all HMO, PPO and

Fee For Service health insurance plans including;

Principal, US Healthcare and all Blue Cross Blue Shield programs

Our full range of out-patient imaging services include:

• High-Field MRI • New spiral CT scanning • Ultrasound including Color Doppler

• Fluoroscopy • Mammography • Nuclear Medicine and General X-ray

For information and the office nearest you, please call 302-425-4DIA.

“At DIA we strive to be the best not the biggest”

Diagnostic Imaging Associates, PA

Brandywine Imaging Center • 701 Foulk Road • Suite E-1 • Wilmington • 654-5300

Omega Imaging Associates • L-6 Omega Professional Center • Newark • 738-9300

Omega Magnetic Resonance Imaging Center • L-6 Omega Professional Center • Newark • 738-9300

Omega Medical Center • K-15 Omega Professional Center • Newark • 368-5100

Omega Nuclear Diagnostic Center • K-15 Omega Professional Center • Newark • 368-8150

Pike Creek Imaging Center • 3105 Limestone Road • Suite 106 • Wilmington • 995-2037

Wilmington Magnetic Resonance Imaging Center • 1020 Union Street • Wilmington • 427-9855



AMA INTERIM MEETING

Reference Committee Reports

AMA House of Delegates

December 9-10, 1997

REFERENCE COMMITTEE
ON CONSTITUTION AND
BYLAWS

• The House of Delegates ac-

cepted a Council on Ethical

and ludicial Affairs (CEJA) rec-

ommendation that physicians

notsell non-health related

goods from their offices or

other treatment settings, with

minor exceptions relating to

sale of low cost products as

part of community fund raising

efforts.

• The House also accepted
CEJA recommendations on fi-

nancial incentives in the prac-

tice of medicine that reaffirm

the physician's primary obli-

gation to the individual patient

and thatthis obligation must

override reimbursement con-

siderations. Physicians, indi-

vidually orthrough represen-

tatives, should evaluate finan-

cial incentives priortoentering

into any contracts to ensure

that quality is not compro-
mised. Patients must be in-

formed by health plans of fi-

nancial incentives that could

affect their level of care and

physicians must be prepared

to discuss anyfinancial ar-

rangements with their patients

that could affect care.

• The Houseadopted policythat

patenting naturally-occurring

substances is not unethical per

se and made four recommen-

dations in this area.

REFERENCE COMMITTEE A
REPORT (MEDICALSERVICE)

The AMA vigorously voiced op-

position to HCFA's proposed

definition ofactua I charge" and

OIG's interpretation of "usual

charges" that would adversely

affect physician billing of Medi-

co re and Medicaid patients. The

AMA intends to challenge and

legislatively seek repeal of these

policy changes should they be

implemented.

In responseto problems created

byadvanced beneficiary notices

for laboratory tests, the AMA re-

solved to seek elimination of

ABNsthrough its mandated par-

ticipation in the negotiated rule

making process with HCFA re-

garding clinical lab test policies.

The AMA reaffirmed supportfor

pluralism of health care delivery

systems and financial mecha-
nisms in obtaining universal

coverage, and access to health

careservice. CSA will be formu-

lating legislative recommenda-
tions for presentation at the

June, 1998 annual meeting that

support implementation of indi-

vidual ly selected and owned
health insurance systems.

In response to apparent inap-

propriate denials arising from

the existing Medicare coverage

determination process, theAMA
resolved to work to ensure that

HCFA's new process for deter-

mining coverage policies allows

for significant involvement of the

AMA, national medical societies

and other appropriate parties.

The AMA gave strong support to

uncompromised insurable cov-

erage for the treatment of defor-

mities, disfigurement and con-

genital defects in children.

In response to the current Medi-

care payment policies for PAP

smears resulting in reimburse-

ment which the AMA's CSA study

determined to be far be low levels
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needed to support this technol-

ogy and professional costs, the

AMA resolved to advocate and

pursue regulatory means to

change the Medicare payment

policy for PAP smears such that

technical cost of the procedure is

adequately covered and that pa-

thologists are reimbursed for in-

terpretation ofabnormal smears

based on existing RBRVS.

As HCFA's prohibition of the re-

assignment of independent con-

tractor payments has led to diffi-

culty encountered by many phy-

sicians in maintaining their inde-

pendent contractor status, the

AMA will seek legislative

changes to address the prob-

lems created by HCFA's inter-

pretation of this statutory prohi-

bition on reassignment of I CPs

to physicians and physician

groups.

In response to the concern over

Medicare's determination that

IV and IM injections are "content

of service" for office visits and not

paid separately, the AMA re-

solved to study the Medicare
payment policies for IVand IM i n -

jectionsand immunizations and

recommend appropriate

changes.

REFERENCE COMMITTEE B
REPORT (LEGISLATION)

Actions taken by TheAMA House

of Delegates on Reference Com-
mittee B resolutions (Legislation)

included In Flight Medical Emer-

gencies, Restriction of Access to

Special Purpose Identification

Numbers, Peer Review of Medi-

cal ExpertWitnessTestimony, Es-

tablishment of Liability of Man-
aged Care Organizations, and
Protection of the Doctor-Patient

Relationship.

Board of Trustees Reports 25,

27; Health Care Fraud and
Abuse: Recommends for the

AMA to work with appropriate

enforcement agencies to un-

cover intentional acts of miscon-

ductand activities inconsistent

with accepted medical practice,

while continuing to challenge

unfair enforcement practices.

Board of Trustees Report 31;

Transforming Medicaid and
Long Term CareandImproving
Access to Care for the Unin-

sured: Presents a series of rec-

ommendations fortransforming

Medicaid and long-term care,

and improving access to care for

the uninsured.

Federal Guidelines for Stan-
dardization of Race/Ethnicity

Codings: Referred to the BOT
as king theAMAto recognize that

race and ethnicity are concepts

thatare sensitive and difficult to

define and yet important deter-

minant of health outcomes, sup-

port the use of the uniform and
standardized classification sys-

tem of the U.S. Bureau of the

Census du ring the volunta ry col-

lection of race and ethnicity data.

The AMA is also asked to work
with state and federal agencies

to standardize the reporting of

race and ethnicity using the clas-

sification of the U.S. Bureau of

the Census.

Confidentiality ofDepartment
of Transportation Exams: As ks

theAMA to investigate proposed

National Highway Traffic Safety

Administration regulations that

would require physicians to pro-

vide the Department of Trans-

portation medical qualification

"long form" containing confiden-

tial information to employers,

and that the AMA lobby NHTSA
as appropriate in accordance
withAMA's ethical opinion 5.09.

CLIA Repeal: Reaffirms AMA
policy to repeal CLIA as a costly

and ineffective interference inthe

delivery of timely patient care

and that theAMA Board ofT rust-

ees proceed immediately to ac-

tively support H.R. 2250 and its

companion bill, S. 1068, that

would exempt physician office

laboratories from CLIA.

Physician Risk for Long Term
Care PlacementDecisions: Di-

rects the AMA to study the prob-

lems of physician involvement

with managed care programsfor

long-term care, including the ef-

fect of deregulation on assisted

living facilities, the effect of capi-

tation on physician's liability,

and the applicability of the new
federal anti-fraud and abuse
provisions contained in the

Health Insurance Portabilityand

Accountability Actof 1 996.

Code Status forNursing Home
Residents: Directs the AMA to

oppose any legislative or regula-

tory attempts that would allowa

nursing homefacility to require

patient consentto a DNRorder
as a condition of admission, un-

less thatfacility is limited to pal-
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liativecare. Itfurther urges other

medical agencies and associa-

tionstoopposeany legislativeor

regulatory attempts that would

allowa nursing home facility to

require patientconsenttoa DNR
orderasa condition of admis-

sion, unless that facility is limited

to palliative care.

Opposition to Legislation Call-

ing forMandatoryAssignment:

Directsthe AMAto provide maxi-

mum supportfor efforts to defeat

legislation calling for mandatory

assignment for ali third party

payors in the U.S. Virgin Islands.

Protection forPhysicians Who
Prescribe Pain Medication: In-

structs the AMA to support the

position that physicians who ap-

propriately prescribe a nd/or ad-

minister controlled substances

to relieve intractable pa in should

not be subject to the burdens of

excessiveregulatory scrutiny, in-

appropriate disciplinary action,

orcriminal prosecution. Recom-

mends that state medical societ-

ies and boards of medicine de-

velop or adopt mutually accept-

ableguidelines protecting physi-

cians who appropriately pre-

scribe and/or administer con-

trolled substances to relieve in-

tractable pain before see king the

implementation of legislation to

provide that protection.

Strategy for Eliminating De-
layedPayments to Physicians

by Third-PartyPayors: Ca I Is on

the AMAto give the highest prior-

ity to implementing an accept-

able definition of a "complete" or

"clean" claim and seek a legisla-

tive mandate for all claims dem-

onstrating appropriate proof of

service to be paid by third party

payors within 30 days of receipt.

TheAMA is a Iso directed to advo-

cate for an appropriate interest

rate to beadded toall complete/

clean claims where payment is

not received within 30 days of re-

ceipt.

FraudandAbuse: Asks\heAMA
to review current legislation gov-

erning fraud and abuse investi-

gations and propose additional

legislation a nd/or regulations as

necessary in order to assure phy-

sicians due process in the con-

duct of fraud and abuse investi-

gations.

In FlightMedicalEmergencies:

Calls on the AMA to support

policy that if a medical emer-

gency is declared on a commer-
cial passenger flight, the passen-

ger physician (acting as a good
Samaritan) who medically

evaluates the situation be con-

sulted on any decision to land,

divert or continue flying.

Recognizing Dependent Care
Expenses inDetermining Medi-

cal Education Financial Aid:

Calls upon the AMA to pursue

legislation to change the cost of

attendance definition for medi-

cal education financial aid to in-

clude costs forfood, shelter,

clothing, health care for all de-

pendents and dependent care.

Anti-Hassle Proposal: Instructs

the AMA to develop with the

Health Care Financing Adminis-

tration a task force to establish a

d ia log ue that wou Id provide

clarification on regulations and

legislation that impact physi-

cians and medical practices,

sucha s safe harbors.

Restriction ofAccess to Special

Purpose Identification Num-
bers .'Instructs the AMAto seek to

have its proposed legislation in-

troduced which would limit the

use of DEAnumberstothosefed-

eraland state entities that use the

number to oversee and enforce

the law regarding the manufac-

ture, distribution and dispensing

of controlled substances. The

AMA is to continue its advocacy

foradoption of the AMA's Medi-

cal Education number as the

unique provider identifier for

physicians.

Insurance Company Medical
TestDisclosures: Instructs the

AMA to adopt as p o I icy that i n -

sura nee companies must inform

applicants of any abnormal re-

sults that are found during an in-

surance health evaluation, and

that all insurance applicants

should be madeawarethatall
health information obtained

from insurance evaluations is

available upon request. The

AMA is also called upon to dis-

tribute its model state legislation,

"The Insurance Information Dis-

closure Act."

PeerReview ofMedical Expert

Witness Testimony: Calls upon

theAMA to study whether the giv-

ing of med ico- legal testimony by

a physician expert witness should

be considered the practice of

medicine; To study in conjunc-

tion with state, county and spe-

cialty medical societies, the fea-

sibility of developing mecha-
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nisms by which peer review of

medio-legal expertwitness testi-

mony may be established; and

that the AMA will nottolerate

false testimony by physicians and

will assist state, county and spe-

cialty medical societies to disci-

pline physicians who testify

falsely by reporting itsfindingsto

the appropriate licensing au-

thority.

Child Protection Legislation:

Instructs the AMA to oppose leg-

islation that would hinder, ob-

struct or weaken investigations

of suspected child and adoles-

cent abuse and to oppose legis-

lation that would hamper or in-

terfere with child protection stat-

utes.

LiabilityofManagedCare Orga-
nizations: Instructs the AMA to

initiate or support changes in

federal law to prohibit the ex-

emption from liability of man-

aged care organizations, includ-

ing ERISA plans, forda mages re-

sulting from their policies, proce-

dures, or administrative actions

taken in relation to patient care.

Medicare VoluntaryResidency

Reduction Incentive Program:

Cal Is for theAMA to express con-

cern thatthe nationwide expan-

sion of the New York Medicare

demonstration project esta b-

lished through the Balanced

Budget Act of 1 997, whereby fi-

nancial incentives will be pro-

vided forvolunta ry residency re-

ductions, holds the potential for

significant disruptions in neces-

sary patient care, and that our

AMAshould immediately com-

mence research to obtain data to

evaluate the potential impact of

such changes

REFERENCE COMMITTEE C
(MEDICAL EDUCATION)

This reference committee con-

sidered reports and resolutions

concerning medical education

and topics related to continuing

medical education. Extensive

testimony was heard regarding

Board of Trustees Report28:

Physician Involvement with Col-

lective Bargaining. There was

strong support foreffortsto bring

sponsor organizations of the Ac-

creditation Council for Gradu-

ate Medical Education (ACGME)
together to address a number of

the issues involving residentor-

ganizations and representation.

Considerable testimony was
heard regarding Report 1 ofthe

Council on Medical Education:

A "Road Map" for a Study of

Medical Education. Itwas rec-

ommended that the American

Medical Association base any

future comprehensive study of

medical education on a concep-

tual framework or "road map"
thatisderivedfrom Future Direc-

tions for Medica I Education

(Policy H-295. 995) and provide

reports to theAMA House of Del-

egates on progress in achieving

change across the continuum of

medical education at each in-

terim meeting. The report also

recom mended thatthe AMA
continue to enhance present ini-

tiatives directed at strengthening

and improving the quality of

graduate and continuing medi-

cal education and thatthere be a

regular report card on success in

implementing change in medi-

cal education.

Report 2 ofthe Council on Medi-

cal Education : Encouraging
Medical Student Education on

Alternative Health Care Prac-

tices was considered with exten-

sive testimony. It was recom-

mended thattheAmerican Medi-

cal Association collect data from

medical schools on required and

elective experiences in [alterna-

tive] complementary health care

practices, including objectives,

content, format, scientific basis,

and faculty participating in

these experiences. In addition,

information on education about

complementary health practices

should be collected from other

bodies, suchastheNationalln-

stitutes of Health. This informa-

tion should be summarized and

provided to all medical schools

by the summer of 1 998 . There

was also a resolution which was

introduced by the Medical Stu-

dent Section and adopted by the

House of Delegates, which

asked theAMAto study the devel-

opment of a model elective cur-

riculum for increasing aware-

ness ofthe prevalence and po-

tential impact ofvarious comple-

mentary/alternative health care

practices on patients' health. It

was agreed that it would be help-

ful for medica I schools to have

access to national data on edu-

cational programs in comple-

mentary medicine.

Reports ofthe Council on Medi-

cal Education and several reso-

lutions dealt with Nutritional and

Dietetic Education for Medical
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Students. There had been reso-

lutions adopted in 1 996 which

asked the AMA to collect data

from the United States medical

schools on the currentteaching

of all aspects of nutrition and di-

etetics and com pa re this with the

contentrelatedto nutritionthatis

contained in Steps 1 and 2 ofthe

United States Medical Licensing

Examination. There was strong

support of the importance of nu-

trition education and thatthere

should be ongoing monitoring

of inclusion of nutrition in the cur-

riculum and periodic reports to

the House of Delegates. There

are other organizations that

have guidelines on nutrition edu-

cation, such as the American

Academy of Family Physicians

and these should be collected

and reviewed.

Report 4 of CME was adopted

with the inclusion that the AMA
strongly oppose infringements

and mandates on medical

school curricular requirements

through state and federal legis-

lative efforts, and also recom-

mended that state medical soci-

eties should carefully monitor

suchactivitiesand notifytheAMA

when such intrusions take place.

The House of Delegates

adopted a resolution which
stated thatthe AMAworktoward
incorporation in the require-

ments of the Accreditation

Council forGraduate Medical

Education, a standard that pro-

hibits restrictive covenants and

thattheAMAadopt as policy and

publicize to all teaching institu-

tions the CEJA opinion that it is

unethical for a teaching institu-

tion to seek a non -com petition

guarantee in return for fulfilling

itseducational obligations. Phy-

sicians- in -training should not be

asked to sign covenants not-to-

compete as a condition of their

entry into any residency orfel-

lowship program.

Also adopted were several other

reports and a large numberof
resolutions dealing with a variety

of issues including:

• Rulesforresidentnegotiations

• Definition of Primary Care
• Implementation ofthe Recom-

mendations in the Consensus

Statement on Physician

Workforce
• Arbitration Agreements
• Physician Information on the

Internet

• Residency Programs
• Several others dealing with

education and physician re-

lated programs.

REFERENCE COMMITTEE D
(PUBLICHEALTH)

* In reviewing a Council on Sci-

entific Affairs Reporton medi-

ca! use of marijuana, the

House adopted a strong state-

ment on the sanctity of

physician -patient communi-

cation. The report was
amended to call forthe "free

and unfettered exchange of

information on treatment al-

ternatives" (not restricted to is-

sues of medicinal marijuana).

The House also spoke over-

whelmingly in support of the

scientific study of potential

medical uses of marijuana,

calling forthe NIH to facilitate

controlled, clinical studies on

its potential useforAIDS wast-

ing syndrome, cancer
cachexia, nausea due to che-

motherapy, spasticity and
neuropathic pain. This action

rejected calls for blanket pro-

tection ofthe medicinal use of

marijuana

• The House restated AMA op-

position to any civil immunity

for the tobacco industry. This

policy, from June 1 997, is

based on overriding concern

forthe health of the public, an

essential part of the AMA's
core purpose.

• TheHouseactedfavorablyon

several other public health is-

sues, adopting actions that:

support National Alcohol

Screening Day and encour-

age physician participation;

support improved access to

chemical dependency treat-

ment programs; will inform

physicians about possible

abuse of dextromethorpan;

will seek limits on smoking
nearthe entrances to public

buildings; and will inform phy-

sicians of potential misuse of

benzodiazopines, particu-

larly as used in sexual assault

cases.

• The House emphasized that

public health efforts must be

grounded in science, adopt-

ing a report of the Council on

Scientific Affairs on helmetuse

by skiers recommending that

the AMA notsupportmanda-

tory helmet use given the lack

of evidence on their value and
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cost effectiveness. Similarly,

the House called for study of

the effectiveness of protective

gear for skateboarders and

in-line skaters priorto any

mandate for its use.

REFERENCE COMMITTEE E:

(SCIENCE AND TECHNOLOGY)

Forthe most part, the matters

brought before Reference Com-
mittee E were fairiy straightfor-

ward, although there were sev-

eral that evoked significant emo-

tional response and these will be

referred to specifically.

In regard to the Council on Sci-

entific Affairs Report 8 - recom-

mendations for colorectal can-

cer screening and surveillance

in peopleataverageand at in-

creased risk - it was noted and

supported that barium enema
surveillance has now been ap-

proved by Medicare.

Recycling of nursing home drugs

engendered some degree of dis-

cussion and was referred forfur-

ther action and itwas noted that

this council report was in agree-

ment with previously published

FDA regulations.

Resolution 512 - pertaining to

physician assistants and con-

trolled substances did not rec-

ommend extension of these privi-

leges, butallowed privileges

only to transcribe prescriptions

for control led substances. There

was a great deal of concern re-

garding that perhaps this repre-

sented the independent practice

of medicine and therefore was

notto be construed as an exten-

sion of privileges. In addition, it

was felt that individual state

regulations controlled these

practices reasonably well.

Anotheraction of note isthefact

that extracted from the consent

calendarwas Resolution 502 re-

garding early intervention for is-

chemic strokes. An amended
resolution was adopted thatthe

American Medical Association

collaborate with appropriate

federal agencies, medical spe-

cialty societies, and public

health organizations to develop

an educational campaign to in-

crease physician and public

awareness of the prevention of

stroke and the rapid identifica-

tion and treatment of acute

stroke.

Resolution 51 3 addressed im-

proved access to prescription

drugs forthe uninsured and itwas

resolved that the American
Medical Association continue to

meet with the Pharmaceutical

Research and Manufacturers of

America to develop more uni-

form, universallyaccepted rapid

mechanisms, for physicians to

requestand obtain useful quan-

tities of med ications from Ameri-

can pharmaceutical companies

for use by indigent patients.

Itwas recommended and ac-

ceptedthatthetitleofthis resolu-

tion be changed to read - Im-

proved Access to Prescription

Drugs for the Indigent. In gen-

eral, testimony was uniformly

supportive of the concept of this

resolution and noted thatthe

Pharmaceutical Research and

Manufacturers of America
should be commended fortheir

continuing effortto aid indigent

patients byway of this kind of pro-

gram.

Resolution pertaining to organ

donation educational cam-
paign, directed to the physicians,

engendered a great deal of emo-
tional comment and particularly

noted was the rather compelling

and moving testimony a bout the

need to increase awareness of

organ donation. Thetestimony

strongly favored increased AMA
efforts to address this issue, in-

cluding financial support for the

distribution of informational and

educational materials devel-

oped by the Texas Medical Asso-

ciation. Itwas particularly noted

thatthe Texas Medical Associa-

tion was to be commended for

their leadership in this important

endeavor for the federation.

The Council on Scientific Affairs

Report 7 reporting on aware-

ness, diagnosis and treatment of

depression summarized the epi-

demiology, morbidity, diagno-

sis, co- morbidity and treatment

trends of depress ion, primarily in

adults. Itdescribesthebarriersto

diagnosis and treatment of de-

pression and recommended a

series of steps to address the is-

sue, including expanded train-

ing for medical students, resi-

dents, and practicing physicians

as well as additional research

into the topic. There was strong

supportand commendation for

the reportand recommenda-
tions. Itwas also recommended
thatthis report be widely dissemi-

nated in a timely manner be-
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cause of its significance and po-

tential for improving the recogni-

tion, diagnosis and treatment of

depression by a variety of physi-

cians. Itwasfurthernotedthatre-

imbursement issues continue to

frustrate some physicians, espe-

ciallyas related to the dictates of

managed care providers. Fur-

thertestimony noted thatthis re-

port re affirms AMA policy on

parity for reimbursement ofthese

medically necessary services.

Testimony in regard to Resolu-

tion 504 on latex a Iternatives

confirmed that latex allergy is a

significant problem for health

care providers and their patients.

It was noted thatthe AMA is col-

laborating with the Food and
Drug Administration and the

Food and Drug Law Institute to

produce a national teleconfer-

ence on this issue (scheduled for

presentation in May 1 998).

There wassignificantsupportfor

Resolutions 507and 51 9 re-

garding support for increased

medical researchfunding. Itwas

noted and asked that the AMA
reaffirm the long standing sup-

port for adequate federal fund-

ing of medical research and to

continue supporting efforts by

Research America and other ad-

vocates to double the current

federal medical research budget

including that devoted to the

N I H, by the year 2002.

Of particular interest to our

Delaware delegation was Reso-

lution 5 1 0. which was adopted

regarding protecting impaired

drivers and their physicians. It

,was ultimately resolved thatthe

American Medical Association

study physicians' legal and ethi-

cal obligations with respectto

reporting physical and medical

conditions which may impair a

patients ability to drive. This

resolution asked for the AMA to

study physician obligations and

potential liability for the care of

patients with physical and medi-

cal conditions that may impair

theirdriving ability. In general,

testimonyfavoreda reportonthe

issues raised in this resolution.

Such a reportwould be useful for

physicians who seek guidance

regarding their ethical and legal

obligations to protect both pa-

tient confidentiality and public

welfare. This resolution is cer-

tainly in agreement with the Ad
Floe committee of the Medical

Society of Delaware working

with the legislature to further

clarify the relationship regarding

impaired drivers and their physi-

cians within the State of Dela-

ware.

Resolution 503 regarding blood

banking regulations asked our

AMA to oppose the importation

of blood and blood products

from foreign countries for human
utilization in the United States

and to work toward the passage

of appropriate health care legis-

lation prohibiting importation of

blood and blood products ex-

cept where these products are

not safely available in the United

States. Testimony in regard to

this resolution strongly opposed

the adoption of the resolution

which if adopted would under-

minepublichealthservicelicens-

ing provisions on foreign firms

exporting blood and blood

products to the United States.

Furthertestimony indicated that

these f irms are subject to the

same regulations and require-

ments for good manufacturing

practices as applied to those op-

erating in the United States. Fur-

thermore, adoption of this reso-

lution could cause shortages of

blood and blood products in

some states leading to adverse

public health consequences.
This would a Iso affect the co I lec-

tion and transportation of blood

by the armed forces in foreign

countries.

It was further supported thatcur-

rentgovernmental regulation of

this industry is exceptional and is

felt notto be in need of revision.

For that reason, this resolution

was passed, but was approved

for referral ratherthan adoption.

Resolution 508 addressed glo-

bal climate change and asked

thatthe AMA endorse strong

policy measuresto increase effi-

ciency in the use and production

of energy in the U nited States.

This resolution furtherasked that

the AMA urge US leadership to

conclude an internationally

binding and verifiable agree-

ment establishing targets and

timetables for meaningful reduc-

tions in the emissions ofC0
2
and

other greenhouse gases, and to

supportadequate funding for cli-

mate change research pro-

grams. It was interesting that

considerable but conflicting tes-

timony was offered on this reso-

lution. Many speakers noted that

the environmental issues related

to widespread air pollution are

importantand expressed sup-
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port for the concept that our

AMA endorse policies that in-

crease the efficient use of energy,

including the development of

nonpolluting and sustainable

formsofenergy. Therewas, how-

ever, considerable concern ex-

pressed aboutthe wisdom and

propriety of the AMA's involve-

mentinforeign policyaffairsand

as a resultthe House of Del-

egatesdid notadoptthis resolu-

tion.

As stated previously, in general,

the Science and Technology

Resolution and Reports were

quite well received and well

documented and presented.

This delegate was particularly

impressed by the careful review

of the Council on Scientific Af-

fairs Report 7 regarding aware-

ness, diagnosis and treatment of

depression and in carefully read -

ing this report I felt that this was

an extremely comprehensive
and informative report and
strongly supported the thought

that this should be readily and

timely disseminated among all

physicians and particularly call-

ing this problem to the attention

of medical students and those in

a position oftraining physicians,

particularly those not involved

primarily with psychiatric man-

agement.

REFERENCE COMMITTEE F

(BOARD OF TRUSTEES)

• The House adopted detailed

recommendations of a com-

prehensive Board of Trustees

reporton AMAcorporate rela-

tionships, including 1 3 "Prin-

ci pies to Guide Corporate Re-

lationships." This report re-

s ponded toAMA's agreement

with Sunbeam Corporation

and subsequentevents. Itout-

lines the steps taken by the

Board to ensure thatAMA
business relations hips a re ap-

propriate and based on the

AMA's vision. The House also

received a report of the AMA
Board/Staff Liaison Commit-

tee on AMA corporate ar-

rangements and manage-
ment practices.

• The House created an Ad Hoc

Committee of the House of

Delegates to deal with any

items related to the Sunbeam
arrangement not fully ad-

dressed in a September 1 99

7

"Counsel's Memo" on this

matter, with a report to the

House at its June 1 998 meet-

ing. The House also ap-

pointed an Ad Hoc Commit-

tee of the House to study the

structure, governance, and

operations of the House and

the Board, using the services

ofan independent manage-
ment firm to evaluate key in-

ternal decision-making pro-

cesses, with a report to the

House in June 1 998.

• Note: This "unofficial" docu-

ment contains the actions of

the House of Delegates on

December9, 1997. Afinal

version, containing highlights

from December9 and 1 0 will

be available on the AMAWeb
Site: http:/www.ama-assn.org.

The House adopted the action-

oriented recommendations in a

Board of Trustees Report that

outlines the need to transform

the value of membership in orga-

nized medicine and outlines

needed House actions. The
House also created a new House
of Delegates Task Force on
Membershipthatwill reporton its

efforts to identify and report on

ways to increase recruitmentand

retention ofAMA members by the

June meeting ofthe House.

REFERENCE COMMITTEE G
(MEDICAL PRACTICE/FACILITIES)

• The AMA adopted major new
policy on two approaches in-

creasingly used to influence or

control the utilization of health

services: disease manage-
mentand demand manage-
ment through telephone tri-

age. ACouncil on Medical

Service report described simi-

larities and differences be-

tween these approaches, re-

viewed their growth, pre-

sented evidence on effective-

ness, and established 1 9 prin-

ciples that should apply in

their operation.

In response to concerns over the

inappropriate use of Milliman -

Robertson Guidelines by man-

aged care plans and other health

insurers, the AMA will seek the

cooperation ofthe National

Committee for Quality Assur-

ance in studying the guidelines,

[n addition, the AMA will con-

tinue to provide assistance to

AMAmembers who reportprob-
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lems with the inappropriate use

of Milliman and Robertson

Guidelines.

• The House adopted policy to

continue to seek enactment of

comprehensivelegislation on

a wide range of patient pro-

tection and physicianfairness

issues, such as disclosure of

health plan information to en-

rollees and prospective en-

rollees, utilization reviewand

grievance procedures, due

process in physician selective

contracting decisions, and
physician involvement in

health plan policies. TheAMA
will also seek elimination of

clauses in managed care con-

tracts allowing refusal to pay

forcovered services solely be-

cause required notification of

these services was not re-

ported inatimelymanner.The

House also established five

patient-focused principles for

development of rural commu-
nity health networks.

REFERENCE COMMITTEE H
(HEALTH CARE DATA SYSTEMS)

* Responding to growing con-

cern about provision of home
health services and the need

for greater physician over-

sight of these services, the

AMAadopted policyto inform

physicians oftheir responsibil-

ity in certifying home health

services. The AMA will also

urgethe Health Care Financ-

ing Administration to clarify

the definition of homebound
patients and simplify the forms

required for certification of

home health care services.

* TheAMAwi 1 1 in crease its efforts

toabolish the National Practi-

tioner Data Bank, a clearing-

house of names of allphysi-

cians named in malpractice

suits. The AMA has long op-

posed the use of this data as

many malpractice suits are

settled outof courtand a final

adverse action has not been

taken by a medical licensing

jurisdiction.

* The AMA reaffirmed support

forthe American Medical Ac-

creditation Program (AMAP),

calling for medical staffs to use

AMAP as the source of infor-

mation in their appointment,

reappointment, and creden-

tial ing of medical staff mem-
bers, and to encourage their

members to become AMAP
accredited. The AMA did,

however, also acknowledge
and apologize for communi-
cation problems between
AMAP and the Federation and

will directattention to improv-

ing communication and coop-

eration with the Federation.

* The AMA will study the new
emergence of primary care

physicianspracticing primarily

in hospitals, or "hospitalists"

and determine ramifications

forcontinuityof care, quality of

care, the physician/patient re-

lationship, and overall costs.

The AMA will also study how
primary care physicians will be

able to maintaintheirskills,full

scope of practice, and health

plan membership if this trend

continues.

• ImmediatelybeforetheHouse

meeting, the AMA obtained

from HCFAan extension ofthe

grace period forenforcement

of th e evaluation and man-
agement (E&M) documenta-
tion guidelines. Physicians

may useeitherthe 1 994orthe
1997 version of the guide-

lines until July 1, 1998. The

Housethen adopted policyto

reduce documentation re-

quirement burdens for E/M

services, ensure that docu-
mentation or inadvertent er-

rors in the patient record that

do not meet E/M guidelines,

does not, in and of itself, con-

stitute fraud or abuse. The

AMA will also facilitate addi-

tional reviewand take correc-

tive action on excessive con-

tent ofthe guidelines and work

to suspend implementation of

all single system examination

guidelines until approved by

the national medical specialty

societies, urge HCFAtoestab-

lish a test period forthe guide-

lines and adopted policy that

medical documentation of

items unrelated to the care

provided (i.e. irrelevant nega-

tives) not be required. In an-

other coding-related issue,

the policy was adopted that

AMA take steps to ensure that

payers do not bundle services

inappropriately by encom-
passing individually coded
services under other sepa-

rately coded services.

Del Med Jrl
,
March 1998, Vol 70 No 3 177



INDEX TO ADVERTISERS

Arbors at New Castle 179

Blue Cross Blue Shield 153

Brian's Data Storage Services 162

Cardiology Consultants 138

Christiana Care Imaging Services 140

Christiana Care VNA 144

Community Imaging 134-135

Delaware Academy of Medicine 164

Diagnositc Imaging 168

Home For Sale 164

HTH Associates, Inc. 158

Job Listing 161

MSDIS 137

Papastavros 180

Princeton Insurance 154

Rehabilitation Consultants 156

Simm Associates 164

Space to Rent 161

Valley National Bank 143

INFORMATION FOR
ADVERTISERS

The Delaware Medical Journal is a monthly

publication of the Medical Society of Dela-

ware. The Journal reaches approximately 75

percent of the state's physicians, as well as

medical libraries, and hospitals; its circula-

tion is approximately 1 ,630.

Full-, half- and quarter-page advertisements

are accepted. Half- and quarter-page ads

may be either vertical or horizontal. The

Journal can provide such services as four-

color or matched color ads; camera work

(halftones, line shots); and typesetting.

Closing for space reservations is the first of

the month, two months prior to publication.

Closing for materials is the first of the month,

one month prior to publication.

All advertisements are subject to approval by

the Publications Committee of the Medical

Society of Delaware.

For a media kit or for more information, call

Kristine Riccardino at 302-658-7596 or 800-

348-6800 (Kent or Sussex Counties).

178 Del Med Jrl, March 1998, Vol 70, No 3



The Optimum
Referral Option

The Arbors at New Castle

Subacute and Rehabilitation

Center is a 120-bed Center

specializing in providing the

area's finest subacute,

rehabilitation and basic

healthcare services.

In today's cost conscious

environment, healthcare

roviders are increasingly

eing asked to produce
optimal medical results at

minimal costs. That's

precisely what the Arbors

at New Castle is designed,

staffed and equipped to do.

When combined with

our physician-driven

interdisciplinary team
approach to delivering

care, our subacute care helps

high acuity patients recover

quickly, at costs that are

30-60% less than comparable

care in an acute care setting.

In addition to our basic

healthcare services, we
provide care through

specialized subacute

programs in the areas of:

Respiratory

Medical Rehabilitation

Digestive Diseases

Cardiac Recovery

Infusion Therapy

Wound Care

For more information

and a copy of our video

call 328-2580.

ARBOR
ARBORS AT NEW CASTLE

Subacute and Rehabilitation Center

32 Buena Vista Drive

New Castle, DE 19720

(302) 328-2580



Papastavros’ Associates Medical Imaging,LLC

Committed. . . To you and your patients!

T>
maintaining a leadership role in the deliv-

ery of high-quality healthcare, Papastavros’

Associates Medical Imaging,EEC

provides a full spectrum of quality, state-of-

the-art diagnostic imaging services in a caring

and comfortable environment.

Imaging services provided include:

• X-Ray

• M R 1 scanning

/Open Scanning

• Ultrasound,

including Cardiac

• Spiral C.T. Scan

1 Mammography/

Core Biopsy

• Dual Energy Bone

Densitometery

Nuclear Medicine

• Spect Thallium/

Cardiolite

Scintmammography

Our Women's Centers are designed to address

the health care needs of all women:

Mammography services provided by a staff of

highly trained technicians and dedicated

professionals.

• OB and breast sonography, echocardiography,

cardiac stress and doppler scans.

• Stereotactic breast biopsy, the latest

technological advance in breast cancer detection.

• Dual Energy Bone Densitometry to detect and

monitor osteoporosis comfortably, quickly,

safely and precisely

Papastavros’

Associates

MEDJCAL
m,

We’re there where you need us!

VK are pleased to welcome new

facilities in Milford, Lewes and

Glasgow. Full service imaging includ-

ing a technically advanced "Open”

MRI for claustrophobic, pediatric, and

handicapped patients is now available

at our office in the Glasgow

Medical Center.

• Wilmington

1701 Augustine Cut-Off

Suite, 100, Bldg. IV

Wilmington, DE 19803

(302) 652-3016

• Glasgow

2600 Summit Bridge Road,

Suite 122

Glasgow, DE 19702

(302) 832-5590

• Newark

40 Polly Drummond Hill Road,

Suite 1 00, Bldg.4,

Newark, DE 19711

(302) 737-5990

• HealthCare Center at Christiana,

200 Hygeia Drive,

Newark, DE 19702

(302) 421-2121

Other Convenient Locations:

1508 Pennsylvania Avenue (502) 655-4042

2700 Silverside Road (302) 478-1 100

1805 Faulk Road Suite 1 (302) 475-8036

420 Christiana Medical Center (302) 368-3959

1320 Philadelphia Pike (302) 792-2529

1941 Limestone Road (302) 633-9873

702 Delaware Street, New Castle (302) 328-1502

Omega Professional Center (302) 738-5500

5317 Limestone Road (302) 239-9415

550 Stanton-Christiana Road (302) 633-9910

314 E. Main St, Newark, (302) 455-0775

1 1 1 Railroad Ave. Elkton, Ml) (410) 392-6155

556 S. DuPont Hwy, Milford, (302) 424-4163

1539 Savannah Rd, Lewes (302) 655-2590
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Community Imaging Center
At Limestone Meets

All Your Medical Imaging Needs.
Limestone Medical Center

1941 Limestone Road, Suite 214
Wilmington, DE 19808
Telephone: (302) 892-6200

Fax: (302) 892-6206
Internet: www.communitymed.com

David S. Grubbs, M.D., FACC, FACP
Medical Director

Frank DiGregorio, CNMT, RDMS
Director of Diagnostic Imaging
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accept my thank you and gratitude. I will pass my opinion on to my doctor (...) and

remain sincerely (...)”.

• Prompt, courteous service • Test results available in 24 hours or less • All positive tests called and faxed
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The Medical Society of Delaware's

New Subsidiary Progress Reports

In 1996, the Medical Society of Delaware in-

creased the number of its subsidiaries with the

addition of Credentialing Connection, Inc. (CCI)

and Medical Network Management of Delaware,

Inc. (Med-Net of Delaware). These new subsid-

iaries joined our existing subsidiary, Medical

Society of Delaware Insurance Services, Inc.

(MSDIS), thereby expanding MSD's commitment

to provide quality membership services. I would

like to update you on the progress of these new
businesses.

CREDENTIALING CONNECTION, INC

CCI was incorporated in August 1996 with the

goal of reducing the administrative burdens and

costs associated with the physician credentialing

process. CCI offers two distinct services: a pri-

mary verification service and a physician appli-

cation service. Members of CCI's Primary Veri-

fication Service (hospitals, managed care orga-

nizations, and other health care facilities) for-

ward information submitted by a physician or

other health practitioner to CCI. Upon receipt

of this information, Credentialing Connection

primarily verifies the credentials information and

provides the hospital, MCO or health care fa-

cility with a final report that includes all neces-

sary information for the organization to make a

decision regarding provider participation.

CCI's Application Completion Program is a

membership benefit available to all MSD mem-
bers. Physicians who are not members of the

Society may enroll with CCI for a $300 fee.

Upon enrollment, a physician's verified data is

entered and maintained in CCI's confidential da-

tabase. Physicians may then forward all

credentialing and recredentialing applications to

CCI for completion. These applications are

completed at a rate of $20 per application. This

Del Med Jrl
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service should reduce the administrative "hassle"

and cost to the individual physician.

CCI entered 1998 with a new Director, Lisa

McCollum, and has successfully established sys-

tems, policies and procedures, and distinct ser-

vices. To date, CCI has over 450 physician

members and has completed over 700 individual

physician applications. CCI has contracted with

five organizations to deliver primary verification

services. A recent customer satisfaction survey

has revealed excellent client grading of service

quality and reliability.

Chairman Anthony L. Cucuzzella, M.D., and Di-

rector McCollum anticipate further growth in

1998. Additional organizations are expected

to contract for the primary verification service.

In addition, efforts to obtain National Commit-

tee for Quality Assurance (NCQA) Certification

are underway. NCQA certification will make CCI

an even more attractive service in the

credentialing verification marketplace. The CCI

board is also exploring the expansion of CCI's

services to neighboring states in cooperation with

their medical societies.

If you have not enrolled in CCI, please contact

Lisa McCollum (302-571-1803; 800-348-6800)

to obtain membership information for this valu-

able service.

MED-NET OF DELAWARE

Med-Net was also incorporated in the summer
of 1 996 as a result of a MSD study focusing on

the changing health care delivery systems in the

managed care era. Med-Net is committed to

restoring Delaware physicians to a position of

leadership in the delivery of health care thus

improving the quality and value of health care

in Delaware. Med-Net is pursuing this goal by

providing the systems and expertise needed by

autonomous community-based multi-specialty

physician networks (Physician Organizations) to

improve the efficient use of medical resources.

To date, under the guidance of Chairman
Michael Bradley, D.O., and CEO James Wilton,

Med-Net has provided consulting services which

have resulted in the successful formation of in-

dependent Physician Organizations (POs) in

Seaford and New Castle County. Other physi-

cian communities are evaluating formation of

similar organizations.

Over the next several months, Med-Net will be

completing the constitution of infrastructure and

alliances for the POs. These arrangements will

provide the POs with services to assume risk in

managed care contracts and mechanisms
needed to assume medical management. By

the end of 1998, Med-Net will evolve from a

visionary consulting service to a full scale man-

agement service organization assisting commit-

ted Delaware physicians in improving health care

through independent POs.

The future of both new subsidiaries remains

promising and exciting. I hope all Delaware

physicians share in the future vision and mem-
bership benefits of their Society.

Best Regards

190 Del Med Jrl, April 1998, Vol 70 No 4
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SCIENTIFIC ARTICLE

The Use ofACE Inhibitors for Congestive Heart Failure

Among Delaware Medicare Beneficiaries

Edward R. Sobel, D.O.

The analysis upon which this publication is based was performed under Contract Number 500-96-

P603, entitled, Utilization and Quality Control Peer Review Organization for the State ofDelaware, as

sponsored by the Health Care Financing Administration (HCFA), Department of Health and Human
Services. The content of this publication does not necessarily reflect the views orpolicies of the De-

partment of Health and Human Services, nor does mention of trade names, commercial products, or

organizations imply endorsement by the U. S. Government. The author assumes full responsibility for

the accuracy and completeness of the Health Care Quality Improvement Program initiated by HCFA,
which has encouraged identification ofquality improvement projects derived from analysis ofpatterns

ofcare, and therefore, required no special funding on the part of this Contractor. Ideas and contribu-

tions to the author concerning experience in engaging with issues presented are welcomed.

BACKGROUND

Congestive heart failure affects more than two

million Americans. Approximately 400,000 new

cases are diagnosed each year.1 The five-year

mortality rate for heart failure is in the range of

50 percent. A review of discharges from short

stay hospitals for calendar year 1 995 found that,

for Medicare beneficiaries enrolled in fee for ser-

vice, congestive heart failure was the number
one principal diagnosis for every state. Nation-

wide, there were 605,102 cases of CHF dis-

charged from fee-for-service hospitals for Medi-

care beneficiaries in 1995. These 605,102
cases represent 3,970,924 nights of stay, with

the average night stay per discharge being 6.6

days. CHF represents 6.5 percent of all Medi-

care discharges. In Delaware for calendar year

Edward R. Sobel, D O., is the Principal Clinical Coordinator

for the West Virginia Medical Institute.

1995, there were 26,349 Medicare discharges.

The rate of discharges in 1995 with a principal

diagnosis of CHF was 20.9 per 1 ,000 Medicare

enrollees. Some of these hospitalizations could

be prevented by improved evaluation and care

of these individuals. 1

After the development of CHF, it has been found

that there is a substantial decline in the five-year

survival rate, along with an increase in symp-

toms, recurrent hospitalizations, and reduced

quality of life following diagnosis.2
In one study,

the five-year mortality rate for men with newly-

diagnosed CHF was 62 percent; for women, it

was 43 percent.3 Often, treatment of CHF re-

quires patients to make serious lifestyle and be-

havior changes. Patients and/ or their care giv-

ers need a structured plan that addresses treat-

ment recommendations to be followed at home.

Del Med Jrl, April 1998, Vol 70 No 4 193
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To address the needs of CHF patients, the West

Virginia Medical Institute, which serves as the

Medicare Quality Improvement Organization

(QIO) for Delaware, initiated a project to im-

prove the use of angiotensin converting enzyme

(ACE) inhibitors in CHF patients. The immedi-

ate objectives of this study were: (1) to increase

the use of ACE inhibitors in eligible beneficia-

ries hospitalized for the treatment of congestive

heart failure (CHF) with systolic dysfunction, and

(2) to increase the provision of essential dis-

charge instructions to patients with CHF dis-

charged from hospitals in the state of Delaware

through hospital-based quality improvement pro-

grams. The long-term goals of the quality im-

provement project are decreased readmission

rates of beneficiaries for treatment of CHF with

systolic dysfunction and cost savings to Medi-

care. Another objective is to create awareness

of the opportunities to treat CHF patients in the

outpatient setting.

PROJECT

To address the overall objective, the project used

quality indicators derived from the Agency for

Health Care Policy and Research (AHCPR)

Guidelines on Heart Failure

1

to measure ACE
inhibitor use and provision of essential discharge

instructions to CHF patients in Delaware hospi-

tals.

The AHCPR Guidelines for Heart Failure1 rec-

ommend that all patients with heart failure due

to left ventricular dysfunction be given a trial of

ACE inhibitors unless specific contraindications

exist. Those contraindications are: (1) history of

intolerance or adverse reactions to these agents,

(2) serum potassium greater than 5.5 mEq/L
that cannot be reduced, and/or (3) symptom-

atic hypotension. The guidelines further state

that patients with systolic blood pressure less than

90mmHg have a higher risk of complications

and should be managed by a physician experi-

enced in utilizing ACE inhibitors in such patients.
1

Close monitoring and caution are also required

for patients who have a serum creatinine greater

than 3.0 mg/dL or an estimated creatinine clear-

ance of less than 30mgL/min.

It should be noted that a cough is often identi-

fied as a reason not to use ACE inhibitors, but

that in a blind study, a cough was noted in 31

percent of the placebo treated group and 37
percent of the group which received active medi-

cation. 7

The AHCPR guid elines further state that ACE in-

hibitors may be used as the sole therapy in CHF
patients who present with fatigue or mild dysp-

nea on exertion and do not have any other signs

and symptoms of volume overload. The guide-

lines suggest that diuretics should be added to

the treatment regimen if symptoms persist.

Clinical trials have demonstrated that the use of

ACE inhibitors has decreased mortality rates, 4,5 '6

increased survival, and improved functional sta-

tus. Studies have also shown that multi-

disciplinary patient education and comprehen-

sive discharge planning can reduce the hospital

readmission rate.9,10 Quality indicators were

developed based on the AHCPR guidelines and

the Medicare Quality Indicator System

(McMullan M. MQIS Overview. Personal Com-
munication, August 10, 1994). The quality in-

dicators were:

1) The number or proportion of congestive

heart failure patients who had no

contraindications for the use of ACE in-

hibitors and received ACE inhibitors dur-

ing hospitalization.

2) The number or percentage of congestive

heart failure patients who received dis-

charge instructions regarding medications,

dosages, and schedule frequency.

3) The number or percentage of congestive

heart failure patients discharged who re-

ceived instructions regarding daily weight

monitoring.

4) The number or percentage of congestive

heart failure patients discharged who re-

ceived instructions on diet.
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5) The number or percentage of congestive

heart failure patients discharged who re-

ceived instructions on a follow-up visit with

the physician within 14 days or less of dis-

charge.

METHODOLOGY

In Delaware, the QIO collected data from all

hospitals to compare the use of ACE inhibitors

and provision of discharge instructions on a

statewide and individual provider basis to the

AHCPR Clinical Guidelines. The baseline study

was a retrospective, hospital-based medical

record review. Medicare beneficiaries enrolled

in fee for service and hospitalized in Delaware

acute care facilities with a principal diagnosis of

CHF in fiscal year 1995 were eligible for inclu-

sion in the study. Medicare Part A claims data

were used to obtain statewide and provider spe-

cific data for length of stay, mortality, costs (to-

tal charges versus actual reimbursement), and

readmission within 31 days of discharge for DRG
127 for fiscal year 1995. A random sample

was selected for each hospital based on the

number of discharges for DRG 127. In select-

ing claims, the first admission and any subse-

quent readmissions within 31 days of discharge

from the first discharge were selected. Exclu-

sion criteria were developed for the study to

ensure the majority of records requested for re-

view would accurately reflect a principal diag-

nosis of CHF.

Trained nurse abstractors visited each hospital,

and obtained data from every preselected case.

Data were entered into customized software

which was used to allow on-site entry of infor-

mation into lap-top computer files. Data were

aggregated and analyzed at the West Virginia

Medical Institute.

RESULTS

A total of 366 records were reviewed in seven

hospitals. More than 80 percent of these Medi-

care patients entering Delaware hospitals with

a primary diagnosis of CHF were eligible to re-

ceive ACE inhibitors. Fifty-four percent of the

eligible patients received an ACE inhibitor dur-

ing the admission.

Fifty-two (1 9.5 percent) of all patients were iden-

tified as having a contraindication to receiving

an ACE inhibitor, according to AHCPR guide-

lines. Slightly more than eight percent of those

who started ACE inhibitors had them discontin-

ued while in the hospital. Of patients readmit-

ted within 31 days of discharge who were eli-

gible for ACE inhibitors, 62 percent received

them at that admission.

At the time of discharge, only 42.5 percent of

charts could be identified as having a list of dis-

charge medications, dosage, and a schedule for

administration. Only four percent of charts

documented discharge instructions regarding

daily weight monitoring. A clear reference to

dietary discharge instructions was found in 32

percent of charts, and a recommendation for

physician contact within fourteen days was found

in 25 percent of charts.

The statewide average length of stay was 6.2

days. Hospital charges exceeded reimbursement

by $5,647.

CONCLUSIONS

Based on accepted medical research and guide-

lines, there is substantial opportunity to improve

the care of CHF for patients in the state of Dela-
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ware, which could in turn, reduce mortality and

morbidity. The QIO provided each hospital its

own results from this study. Hospitals and their

medical staffs have enthusiastically seized the

opportunity offered by these results. In coop-

eration with the hospitals, the QIO will conduct

remeasurement to document improvements in

care later this year.

As society moves more and more into an era of

preventive services and shrinking budgets for

health care, the treatment of CHF would seem

to be an area ripe for aggressive management,

not only on the inpatient side, but especially in

the office management of this disease, such as

by implementation of reminder systems, tem-

plates, guidelines and protocols. For example,

there is opportunity to do more to help patients

through intensive coordination of patient

progress at home with the family physician by

using trained nursing staff, providing scales for

patients to weigh themselves and close drug

monitoring. The future would seem to indicate

the need to adopt measures to aggressively treat

CHF not only after the patient has been admit-

ted and following discharge, but in the

physician's office when the diagnosis has been

made.

Medical groups and hospitals interested in learn-

ing more about this study or having a presenta-

tion of the information contained in the project

can contact WVMI, the Delaware QIO, at 302-

655-3077.
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COMPUTERS AND MEDICINE

Useful Sites on the Internet

Brett Elliott, M.D. — Gwendolyn Elliott, M.L.S.

Internet medical sites offer the physician opportuni-

ties to improve patient care, to obtain continuing

education and medical management services, and
the ability to communicate with colleagues. This

paper discusses how to choose the best sites, and
highlights some valuable federal, university and
commercial medical sites found on the Internet.

HOW CAN THE INTERNET SERVE THE
PHYSICIAN?

The key is knowing what information is available

and the methods used to find and validate it. On
browsers such as Netscape or Internet Explorer,

there are medical web site search engines that

can send you to thousands of sites. These tools

are quicker than the more general search en-

gines as you are not searching the entire net.

With the Galaxy search engine sponsored by

Trade Wave Corporation you can do a key word

search similar to other search engines or browse

through the section on medicine. There are nine

categories, and the "Disease and Disorders"

section contains an eclectic listing. The refer-

Brett Elliott, M.D., is a member of the West Virginia Medical

Institute Board of Trustees and the Medical Society ofDelaware.

Gwendolyn Elliott, M.L.S. is a research librarian.

ences are in hypertext so the user can go directly

to the site and bookmark it. The other sections

are health occupations, health policy, history,

human biology, medical informatics, surgery,

philosophy, and therapeutics. Internet Sleuth for

Health Care Information sponsored by Internet

Explorer can search for health-related web sites

and medical databases using a variety of direc-

tories and engines. To find federal government

sites use the Federal Web Locator, which is a good

general index . The user can type in common
abbreviations such as CDC for Centers for Dis-

ease Control, find agencies using a hierarchical

browsing system, or do Boolean searching.

HOW DO YOU DETERMINE A VALUABLE SITE?

Search engines will locate medical web sites of

varying quality and usefulness. How do you

determine a valuable site? For starters consider
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what makes a reputable printed journal or text.

Is the authorship or sponsoring organization

clear to the reader and are any sponsors or

proprietary interests disclosed? Does the pub-

LIST OF INTERNET SITES DISCUSSED IN THIS ARTICLE

The American College of Physicians Internet Sleuth for Health Care Information

http://www.acponline.org/computer/webwatch/
wwatch1.htm

http://www. isleuth .com/heal, html

Centers for Disease Control (CDC)
http://www.cdc.gov/cdc.html

MedEcInteractive - Sponsored by Medical Economics
Company, Inc.

http://www.medecinteractive.com

CliniWeb - Oregon Health Sciences University

http://www.ohsu.edu/cliniweb/about.html

Medical Matrix from Healthtel Corporation
http:/www. medmatrix.org/index.asp

CME Web - SponsoredbyAmerican Health Care Consult-

ants

http://www.cmeweb.com

Medscape - Sponsored by SCP Communications

http://www.medscape.com

MedWeb - Emory University Health Science Center

CombinedHealth Information Database (CHID)

http://chid.aerie.com http://www.gen.emory.edu/MEDWEB/medweb.html

Doctor’s Guide to the Internet - Sponsored by P/

S/L Consulting Group http://www.pslgroup.com/

docguide.htm

National Health Information Center
http://nhic-nt.health.org

National Institutes of Health (NIH)

Dr. Felix

http://www.docnet.org.uk/drfelix

http://www.nih.gov

National Library of Medicine (NLM)

Federal Web Locator

http://www.law.vill.edu/Fed-Agency/fedwebloc.html

http://www.nlm.nih.gov

OncoLink - University ofPennsylvania

Food and Drug Administration (FDA)

http://www.fda.gov

http://cancer.med.upenn.edu

Physicians’ Choice from Triple Star, Inc.

http://www.mdchoice.com
Galaxy Search Engine
http://www.emet. net Physicians’ Online (POL)

http://home.po.com/cgi-bin/pol_www/signon/signon.cgi

Health Care Finance Administration (HCFA)
http://www.hcfa.gov Quackwatch - Stephen Barrett, M.D.

http://www.quackwatch.com

Health Care Information Resources - McMaster

University Health Science Library in Hamilton Ontario

http://www-hsl.mcmaster.ca/tomflem/top.html

Six Senses from Echo Strategies Group
http://www.sixsenses.com

Healthweb
http://healthweb.org

Virtual Hospital - University of Iowa

http://vh.radiology.uiowa.edu

Helix - Health Care, Education, Learning & Information

Exchange sponsored by Glaxo Wellcome
http://www.helix.com

Web Doctor- Sponsored by Gretmar Communications

http://www.gretmar.com/webdoctor/home.html

WebMEDLIT - Sponsored by Silver Platter

http://www.webmedlit.com
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lisher require peer review before publication? Is

there a "Letters to the Editor" column with author

comment? If you are evaluating a textbook, is the

entire work written by just one individual, or is it

a collaborative effort by a variety of experts? Is

the data easily accessible by a table of contents

and index? Is the date of the last revision obvi-

ous? What have reviewers said?

Beyond these considerations, the web site should

maximize its unique advantages of being an

electronic as opposed to print media. Is there a

"What is New" section which is current? Links to

references in the article or other sites should be

in hypertext, which allows you to go directly to

the reference or site. Do these mechanisms offer

the full text articles, abstracts or just the citation?

If the complete article is not available, is there a

mechanism whereby you can purchase it and

have it faxed or downloaded? Some sites offer

full motion video and audio. If the site is

presenting the audio of a lecture, can the user

see the slides the presenter used while listening

to his talk? Does the site offer to send to your E-

mail address notices of upcoming events such as

a lecture or symposium? Is Category 1 CME
offered online?

Some sites we looked at did not meet these

criteria. There might be no documented peer

review or the authorship may not be clear. At

times it was difficult to tell who was responsible

for the site and some had an obvious, heavy

emphasis on advertising. There was one online

textbook with no references in their bibliography

since 1991.

EVALUATIVE SITES

To help find top-notch web sites, a good place to

start is with resources that assess medical sites.

The American College of Physicians
http://www.acponline.org/computer/webwatch/wwatch1.htm

The college has an evaluative section emphasiz-

ing internal medicine topics. Sites are reviewed

by R. Hal Baker, M.D., and the goal is on

selectivity over comprehensiveness.

Healthweb
http://healthweb.org

This site was developed by a coalition of health

science university libraries. The site contains

listings of medical web resources the librarians

consider particularly worthwhile.

Medical Matrix from Healthtel Corporation
http:/www. medmatrix.org/index. asp

Medical Matrix rates sites using a one to five star

system emphasizing quality, peer review, full

content, multimedia features and unrestricted

access. Other sections address online text-

books, patient education, CME resources, and

information on how to access medical web infor-

mation.

Physicians’ Choice from Triple Star, Inc.

http://www.mdchoice.com

Physicians' Choice has a panel of physicians that

review sites. Those sites they consider most

helpful to practicing doctors receive the "Physi-

cians' Choice" award. As of November 1997,

approximately thirty sites were listed in their

awards section. The site solicits suggestions for

review.

Six Senses from Echo Strategies Group
http://www.sixsenses.com

Six Senses is a health care industry guide which

rates medical sites on a scale of six to 36.

Contents, aesthetics, interactivity, innovation,

freshness and character are the criteria. A site

with a score of 24-36 gets the SixSense seal of

approval.

Dr. Felix

http://www.docnet.org.uk/drfelix

Dr. Felix lists sites that provide free access to the

National Library of Medicine MEDLINE data-

bases. It lists in tabular form the site name, what

databases they cover, update policy, any regis-

tration requirements or usage restrictions, if there

are fee-based services such as document del i
v-
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ery, and a "More Information" column. Out of

the approximately 30 current options for free

MEDLINE searching, two of our favorites are

Internet Grateful Med and PubMed, which are

from the National Library of Medicine.

FEDERAL SITES

Centers for Disease Control (CDC)
http://www.cdc.gov/cdc.html

This site contains information on both the diag-

nosis and treatment of a large variety of acute

and chronic infectious and non-infectious dis-

eases. Data on injuries and disabilities, health

risks, specific populations, and prevention strat-

egies are also available. Morbidity and Mortal-

ity Weekly Reports can be searched and specific

articles downloaded.

Combined Health Information Database (CHID)

http://chid.aerie.com

This is an index of medical resources that might

not be indexed elsewhere. It is produced by

health-related agencies of the federal govern-

ment and is updated quarterly. The most useful

way to search is by the menu driven detailed

mode. With this method the user can limit a

search by using filters such as time frames,

professional articles, patient information pack-

ets, comic book formats for children, videos, or

multimedia. A sample search for diabetes with

limits to the last three years and patient instruc-

tional packets returns citations for patient educa-

tional brochures, meal plans, a self care diary,

videos and other appropriate items. Ordering

and price information are often included. This is

a useful site especially for locating health pro-

motion material and patient education resources.

Food and Drug Administration (FDA)

http://www.fda.gov

In the Med Watch section there is information on

reporting guidelines and forms for adverse drug

reactions or problems with devices, relabeling

information and the FDA's "Dear doctor" news-

letters. The Health Professionals' Section con-

tains the FDA Medical Bulletin
,
AIDS clinical

trials, and information about the HIV post expo-

sure registry for health care workers being treated

prophylactically. Some reports are downloadable
and CME credits are offerred in at least one
area.

Health Care Finance Administration (HCFA)

This site has downloadable public use files.

Evaluation & Management Guidelines :

http://www.hcfa.gov/medicare/mcarpti.htm

Abbreviated ICD-9-CM Coding Files :

http://www.hcfa.gov/stats/pufiles.htm

Complete set of ICD-9-CM Diagnostic Coding Files :

ftp://ftp.cdc.gov/pub/Health_Statistics/NCHS/Publications/ICD9-

CM/DISEASES/INDEX

CPT4 files should be available in the near future .

National Health Information Center
http://nhic-nt.health.org

This Health information referral service features

an extensive list of governmental and non-gov-

ernmental organizations and was established by

the U.S. Department of Health & Human Ser-

vices. It is designed to put clinicians and patients

who want health information in contact with

organizations best able to supply the answers.

The "Diabetes" section generated listings that

included major support organizations. When
the user clicks on the organization, phone num-

bers, hypertexed Internet resource addresses,

the snail mail address, and a summary of what

the organization offers and does are provided.

There is also a directory for federal health infor-

mation centers, and a listing of federal health

initiatives and publications.

National Institutes of Health (NIH)

http://www.nih.gov

This site contains specific NIH articles such as

consensus papers, clinical alerts and online jour-

nals. Many Institutes are online and each of

them can supply a wealth of information in their

specialty. This is a well-organized site. The user

can access NIH information, other federal web
sites, or the whole web using an NIH search

engine containing a variety of filters.
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National Library of Medicine (NLM)
http://www.nlm.nih.gov

This is home to the largest collection of medical

databases in the world. The opening menu has

a variety of sections that direct you to MEDLINE
and other NLM databases, special projects, news,

hot topics, and programs. The Health Services/

Technology Assessment Text (HSAT) section is a

source for AHCPR guidelines, other protocols,

practice guidelines, and consensus papers. It

also has the Guide to Preventive Clinicol Ser-

vices. Internet Grateful Med and PubMed are

the two search tools for the medical databases.

NLM is also an excellent site to use as a gateway

to other federal medical sites.

UNIVERSITY SITES

CliniWeb - Oregon Health Sciences University

http://www.ohsu.edu/cliniweb/about.html

This site organizes information into anatomy or

diseases. In the anatomy section there is a

hierarchical ortree based searching system. You

can go to CNS, brain, and then get a variety of

information, such as The Harvard University

Atlas of Brain Structure, and the General Electric

CT brain fly Through (a two megabyte mpeg
video). The disease section is similarly orga-

nized. Typing in Lyme Disease obtains listings of

sites, which have pictures of the dermatological

manifestations, dosing schedules, and other in-

formation.

Health Care Information Resources - McMaster Uni-

versity Health Science Library in Hamilton Ontario

http://www-hsl.mcmaster.ca/tomflem/top.html

This site has a very extensive alternative medicine

section, and links to conventional resources.

MedWeb - Emory University Health Science Center
http://www.gen.emory.edu/MEDWEB/medweb.html

A general source for information pertinent to

both physicians and lay people. The site offers a

search engine and a hierarchical search method

which searches by keyword, country or region. It

searches automatically for URLs, key words, and

text of the link. Typing in Lyme Disease gener-

ated 15 hits starting with the American College

of Physicians Initiative on Lyme Disease, and
ending at Yale University Health Sciences re-

sources on Lyme Disease. MedWeb has a

section that lists new sites and solicits resources

to include in their database.

OncoLink - University of Pennsylvania
http://cancer.med.upenn.edu

This site is limited to cancer information for

physicians and patients. The journal sections

have key word search capability to protocols and

journal article abstracts, and a browsing section

with some full text articles. The "Editors Choice"

award features top providers of cancer related

information on the net. A recent winner was the

New Englond Journol of Medicine

,

which has

supplied full text articles on breast disease since

July of 1 992. The cancer news section goes back

to 1994 and has links to CNN, Reuters, ABC
News, etc. There are also meeting announce-

ments and direct links to other timely information

resources.

Virtual Hospital - University of Iowa
http://vh.radiology.uiowa.edu

This site offers two extensive sections: one for

health care providers and the other for patients.

For health care providers, their Division of Physi-

ologic Imaging is a comprehensive site with

downloadable images in both mpeg (full motion

video) and gif (single image) files. Another

section has multimedia textbooks, teaching files,

clinical guidelines and assorted publications. A
user can access information by going to depart-

ments, by searching organ systems, or by search-

ing resources such as a textbook or grand round.

Items are generally peer reviewed and are more

than just abstracts. For instance, the Family

Practice Handbook has a chapter describing

procedures such as placing a chest tube, doing

an LP or inserting a central line. The handbook

is searchable; typing in "red eye" gives a table

depicting the differential signs of bacterial, viral,

and allergic conjunctivitis, corneal injury, iritis

and glaucoma.
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Patients can search for information by depart-

ment or organ system. "Breast" will bring up a

series of pamphlets on breast topics. "Diabetes"

directs patients to some local resources, but also

to national informational and support agencies.

COMMERCIAL SITES

CME Web - SponsoredbyAmerican Health Care Consultants

http://www.cmeweb.com

This site offers AMA Category 1 CME in a variety

of specialties. As of November 1, 1997, the

charge was $ 1 5 per hour or $ 1 00 for 15 hours.

Doctor’s Guide to the Internet - Sponsored by P/S/L

Consulting Group — http://www.pslgroup.com/docguide.htm

Start at their site map. The site provides lists of

medical conferences and meetings which are

searchable by specialty. It has sections on new
drug indications both in this country and abroad,

and a patient information area.

Helix - Health Care, Education, Learning & Information Ex-

change sponsoredby Glaxo Wellcome — http://www.helix.com

In order to access the information on this site,

you have to register. There are eight sections:

Technology & Medicine, Career Development,

Continuing Education, News & Publications,

MEDLINE and AIDSLINE, Associations & Orga-

nizations, Information Exchange and an HIV

section. Helix also features CME courses. The

site recently featured Lucian Leape, M.D., Harvard

School of Public Health lecturing on "Errors in

Health Care." The user could hear him while

simultaneously viewing the slides.

Medscape - Sponsored by SCP Communications

http://www.medscape.com

Medscape has one of the Web's largest collec-

tions of freely available full text articles. A user

can search in Medscape's peer reviewed elec-

tronic online journals as well as in a variety of

government publications. This site offers free

searching in TOXLINE. The use of graphics for

education is a strong point. Category 1 CME is

available and other sections include an exam
room and patient information area.

MedEcInteractive- Sponsored by Medical Economics Com-
pany, Inc. — http://www.medecinteractive.com

Physicians need to register for free use of this site.

There is a drug section that includes an online

PDR, and PDR family guides. A Clinical Support

Section has online journals and the Merck
Manual. There is a Practice Management Sec-

tion with Medical Economics Magazine. The

Directory Section contains hospital and man-
aged care organizations with the names of orga-

nizational leaders. There are also connections

to National Library of Medicine databases, an

Education Section with links to CME and a Forum
Section. A Newspaper Section provides medical

and general news.

Physicians’ Online (POL)

http://home.po.com/cgi-bin/pol_www/signon/signon.cgi

This is a free site for physicians and requires

registration. It is an extensive and growing

resource with many clinical discussion groups

covering most topics in medicine. The clinical

reference section has a variety of resources

including journal sites such as Annals of Internal

Medicine, JAMA, and The Lancet. Some full text

articles are available from these resources. The

Controversies in Cardiology series have both a

CME and discussion component. There is also a

connection to the NLM databases, and physi-

cians can set up an E-mail address on POL.

Quackwatch - Stephen Barrett, M.D.

http://www.quackwatch.com

This site has a definition of medical quackery. It

contains a listing of commentaries on publica-

tions, newsletters, and procedures that

Quackwatch's review board considers possibly

medical chicanery. Their search engine allows

up to two misspellings that can make searching

204 Del Med Jrl, April 1997, Vol 69 No 4



Computers and Medicine

easier. Acupuncture was a November 1 997 fea-

tured topic.

Web Doctor- Sponsored by Gretmar Communications

http://www.gretmar.com/webdoctor/home.html

The information on this site is oriented to physi-

cians and a listed panel of doctors review data

before posting. In Web Doctor, resources are

accessed by disease or specialty. Start a search

for information located on the site. For example

Lyme Disease generated several sources includ-

ing an online textbook. There is a hypertext

listing of journals, some of which are full text.

You can also search MEDLINE via PubMed or

HealthGate, or search the entire Internet. Web
Doctor recommends starting with Yahoo and the

next default is Alta Vista. There is a section for

rural physicians and a "Fun Stuff" section with

cartoons including such favorites as Bloom County

and the Calvin & Ffobbs Gallery.

WebMEDLIT - Sponsored by Silver Platter

http://www.webmedlit.com

As of December 1997, this site tracked 23

primary journals including all the recent AMA

Archives. It is searchable, and had some full text

articles.

CONCLUSION

Visiting these sites demonstrates the value of

electronic media. Audio, images, and full mo-

tion video add a dimension not present in the

print media. Timeliness is enhanced as updating

information on a web site is immediate, as

opposed to the time lag intrinsic to printed books

and journals. Nonetheless, care must be taken

to see that quality standards such as peer review

are met, and that the emphasis is on substance

as opposed to presentation. In the future, the

electronic media will become more important to

the practicing physician. Historically, all medi-

cal information was available in print format;

now a significant amount of it is available elec-

tronically as well as in print. In the future, more

data will only be available electronically.

9WRD SAiHP
Editor's Note

Prior to applying for any internet CME
courses, please contact the Medical Society's

Office of Professional Education (302-658-

7596 or 800-348-6800) to verify that the

program does in fact meet Category 1 crite-

ria.

Due to the everchanging conditions of the

internet, the information presented in this

article is of a time-sensitive nature. There-

fore, we apologize for any discrepancies

which may have resulted due to publication

lag time. Meanwhile, please feel free to visit

the Medical Society's new web site at httpJ/

www.medsocdel.org and look for additional

internet updates by Dr. Elliott in future issues

of the Delaware Medical Journal.
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EDITORIAL

ACE Inhibitor Use For CHF in Delaware

Peter V. Rocca, M.D.

As heart disease is the major killer in this country,

and congestive heart failure is a monumental

medical as well as fiscal problem, we applaud

Dr. Sobel's timely and thorough article published

in this month's issue of the Journal. Any article

on a leading health issue which not only height-

ens physician awareness, but forces a physician

to contemplate how that issue impacts his4ier

practice, provides a valuable service to the com-

munity.

Dr. Sobel makes note of some sobering statistics,

viz. that in 1 995, in the state of Delaware, there

were 26,349 Medicare discharges and that the

rate of discharge with a principal diagnosis of

CHF was 20.9 per 1,000 Medicare enrollees.

He rightfully concludes that improved education

and care of individuals with CHF will result in

reduced hospitalizations. Lifestyle and behavior

changes instituted by the patient with CHF, and

enacted under the guidance and counseling of

the treating physician, will improve that patient's

quality of life.

Dr. Sobel's article is a summary of the findings of

the West Virginia Medical Institute, which serves

as the Medicare Quality Improvement Organi-

zation for Delaware. This organization used

indicators derived from the Agency for Health

Care Policy and Research's (AHCPR) Guidelines

in Heart Failure. Essentially, these guidelines

recommended the use of ACE inhibitors for all

patients with heart failure due to left ventricular

systolic dysfunction unless certain contra-

indications were present, e.g. hyperkalemia, hy-

potension, renal insufficiency, etcetera. Thus,

the methodology of the study was a chart review

conducted by "trained nurse abstractors" who
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collected data from all hospitals in Delaware.

Per the reviewers, only 54 percent of the eligible

patients received an ACE inhibitor during their

admission for CHF, and only 1 9.5 percent of all

patients identified were classified as having a

contraindication to receiving an ACE (as indi-

cated in the AHCPR guidelines). Furthermore, a

mere four percent of the charts documented

discharge instructions regarding daily weight

monitoring and only 32 percent received dietary

discharge instructions.

The conclusion of the article is that a substantial

opportunity exists to improve the care of CHF for

patients in the state of Delaware. While this may
be true, we are not certain that the article vali-

dates this conclusion. A chart review suffers from

the inherent flaws of a cross sectional study. It is

unclear, for example, whether any of the patients

included in the study received proper counseling

but such counseling was simply not documented
in the chart. It is also conceivable that patients

may have had ACE inhibitors as an outpatient or

during a previous hospitalization but did not

tolerate the medication. This fact may also have

been omitted from the medical record by the

attending physician.

In conclusion, while we believe that any article

such as this one that heightens physician aware-

ness is a valuable contribution to the medical

literature, we are not certain that the author's

conclusion is necessarily correct. Perhaps the

care of patients with CHF in the state of Delaware

is better than that in most states. Perhaps it is the

medical record that needs improvement.

Tuesday-Sunday

October 13-18, 1998

SponsoredAnnually by

1ALLEGHENY
BMfUNIVERSITY OF

THE HEALTH SCIENCES
MCP»Hahnemann School of Medicine

co-sponsorecl by

Council on Clinical Cardiology of the

American Heart frA
Association*!^^
Fighting Heart Disease

and Stroke

Location: Wyndham Franklin Plaza Hotel

Philadelphia, PA

Why Should You Attend This Board Review Course!

• The Original Philadelphia Cardiovascular Board

Review... offered since 1983

• Over 90% pass rate!

• More days, more hours, more lectures, more topics

than other courses

• Geared exclusively for taking the Boards; contains all the

required subjects, no research or esoteric topics

• Most Comprehensive Course Syllabus

• Fee includes continental breakfasts, luncheons, breaks,

exhibits, and evening sessions

• Low hotel rates - close to great restaurants, shopping,

theaters, museums, and sports venues

• Course faculty of nationally-known scholars

This program is designed to provide the physician

with an intensive in-depth review of the clinical

manifestations, pathophysiology, and treatment of

cardiovascular diseases.

Allegheny University of the Health Sciences, MCP*Hahnemann School of

Medicine is accredited by the Accreditation Council for Continuing Medical

Education (ACCME) to sponsor continuing medical education for physicians.

Allegheny University of the Health Sciences, MCP*Hahnemann School of Medicine

designates this educational activity for a maximum of 50.0 hours in category 1

credit towards the AMA Physician's Recognition Award. Each physician should

claim only those hours of credit that he/she actually spent in the educational activity.

This program is eligible for 50.0 credit hours in category 2A of the American

Osteopathic Association.

All faculty participating in continuing medical education programs sponsored

by Allegheny University of the Health Sciences, MCP^Hahnemann School of

Medicine are expected to disclose to the audience any real or apparent con-

flict(s) of interest related to the content of their presentation.

Call 215-762-8264 for information or a brochure.
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SPACE RESEARCHERS GAIN INSIGHT INTO

DEADLY VIRUS

Respiratory Syncytial Virus is a life-threatening

respiratory infection which effects nearly four

million U.S. children ages one to five every year.

The virus, which can cause pneumonia, sends

approximately 100,000 children to the hospital

and 4,000 children to their deaths annually.

The illness most frequently begins with a fever, up

to 101 degrees Fahrenheit, a runny nose, cough

and may be accompanied by wheezing and

trouble breathing. Currently there is no vaccine

against the virus and physicians can do nothing

more than let the infection run its course.

However, NASA and industry biotechnology

researchers have determined the three-dimen-

sional atomic structure of a potential therapeutic

antibody which neutralizes all known variants of

the Respiratory Syncytial Virus. A research team,

under the direction of Dr. Daniel Carter of New
Century Pharmaceuticals, used the viral antibody

to grow antibody crystals aboard the Space Shuttle

Columbia in June and July of 1997. In the

weightless environment of space, known as

microgravity, the antibody crystals grew larger and

were of a better quality than those previously

grown on Earth.

Using highly specialized X-ray equipment and

computers, scientists located the key positions of

individual atoms in the crystal structure and

constructed a model of the antibody. Due to the

increased size and perfection of the space-grown

crystals, the researchers will be able to more

precisely determine the atomic structure of the

antibody and therefore have a key insight into

future therapeutic development activities.

MSD ALLIANCE SPONSORS A NIGHT AT
THE BLUE ROCKS

The MSD Alliance is sponsoring a night at the Blue

Rocks on Wednesday, August 26th (Bat Day).

There will be a picnic with hot dogs, barbecue

chicken, soda, salads and ice cream. All proceeds

will benefit the Delaware Medical Education Foun-

dation.

Ticket prices are as follows:

Adults $21

Children nine to 17 $16
Children fourto eight... $10
Children underfour Free on Adult's Lap

The picnic will start at 5:45 P.M. andthegame is

set to begin at 7:05 P.M.

Don't miss this enjoyable evening. Please mail

your request and money, payable to MSD A, to

Elaine Bradley, 8023 Canterbury Road, Felton, DE

1 9943. All requests/money must be received by

July 1 9th. Should you have any questions, please

call (302) 284-9024.

18TH ANNUAL ADVANCES IN

GASTROENTEROLOGY COURSE

See page 225 for specifics on this Jefferson Medi-

cal College sponsored course.
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Minor Surgery

Center inc.

Providing outpatient minor surgery

in a private setting.

Same day procedure

Breast biopsy

Vasectomy

Temporal artery biopsy

Lymph node biopsy

Synovial cysts

Benign skin lesions

Malignant skin lesions

Repair of lacerations

Ingrown toenail

Cysts and lipomas

Pilonidal abscess

Ischiorectal abscess

Thrombosed hemorrhoids

External hemorrhoids

Warts and condylomas

Simple fractures

Hours: 9 AM - 5 PM
Monday - Friday

Amir Mansoory M.D. F.A.C.S. Shah Morovati M.D. F.A.C.S.

324 East Main Street • Newark, DE 1 971

1

Telephone: 302-737-41 1 6 • 302-737-4990

Fax: 302-737-5082

Member of all local HMOs
Discount to uninsured



BOOK REVIEW

Community Child Health
, An Action Plan for Today

Judith S. Palfrey, MD
Praeger Publishers, Westport, CT - 1994

302 pages - $22.95

David Platt, M.D.

Dr. Palfrey is Chief of General Pediatrics at

Children's Hospital, Boston, Associate Professor

of Pediatrics at Harvard Medical School, and

Associate Professor of Maternal and Child Health

at the Harvard School of Public Health.

This book is for pediatricians, family physicians,

nurses, social workers, child psychiatrists and

psychologists, and all others involved in caring

for the health of children. It attempts to define the

role of all child health workers in improving the

welfare of children and their families. It is not a

book to be read in leisure at the fireplace, but

one which needs to be analyzed carefully.

David Platt, M.D., is a member of the Medical Society of Dela-

ware and is a contributing author to the Delaware Medical Jour-

nal.

Dr. Palfrey starts with the statement that the

causes of much ill health are social and political,

such as babies born to teenagers, children in ERs

with shotgun wounds, infant formulas being di-

luted to stretch the family budget, and Down
Syndrome children with no playmates. The list

goes on and on. Basic requirements for food,

housing, education, and recreation are, for many
children in this affluent country, not being met.

Twenty percent of American children live in pov-

erty, often in single parent families with an

average income of $20,000, as opposed to

$50,000 for a two parent household. Medical

innovations, such as improved nutrition, immu-

nizations, newer antibiotics, neonatal ICUs, and

revolutionary pediatric surgery are often not

available forthe children of poverty. Child abuse

and child neglect are rampant, often because of
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parental drug addiction. Adolescent drug use

keeps increasing with evidence that it is creeping

down from high schools to middle schools.

Children with disabilities often do not get special

education benefits, despite federal rules which

mandate that. The number of children in foster

care keeps rising every year as judges are more

and more deeming the welfare of the child more

important than the unity of the family. An ever

increasing number of children get into the juve-

nile justice system, as over a million ten to

eighteen year olds get arrested every year. There

are children who need special treatment be-

cause of mental ill health and homelessness. At

any one time there are 500,000 homeless chil-

dren and 5,000,000 in households doubled up

and tripled up in cramped quarters. All of these

problems in the U.S. make it seem as though we

are living in a third world country.

Solutions are only to a small degree medical, but

to large extent social, and require cooperative

work of professionals, volunteers, and govern-

ment agencies. The keys are prevention, early

recognition, and early treatment. Efforts already

in place must be intensified, and new programs

must be added to counter helplessness, hope-

lessness, and despair. A shining example of the

right kind of program is Head Start. If you are

involved with the care of children, you must read

this book, and read it slowly and carefully, to

analyze the value of the detailed programs of

reform presented by the author.

The book can be ordered using your credit card

by dialing 1-800 225-5800.

IT’S YOUR
TURN TO
BE TAKEN
CARE OF

As a physician, you’ve spent many years perfecting

your skills and practice so that you could provide your

patients with the best possible care. But who takes care

of you?

do. HTH Associates has specialized in assisting

physicians with their diverse financial needs for over

25 years. In fact, more than 400 medical practices on

the east coast rely on our financial and retirement

planning expertise.

One of the ways we assist physicians with their finan-

cial planning needs has been the creation and contin-

ued sponsorship of the The Physician as a Business
™

seminar. Physicians from Philadelphia, Delaware, New
Jersey, Maryland and Virginia have attended this highly

successful seminar to learn about pertinent financial and

retirement planning topics which are relevant to them.

If you’re interested in learning why physicians are

saying, “I barely have time to keep up with the

changes in my field - let alone keep myself updated

with every change in the tax laws. That’s why I’m

making that your job!”, then please contact us today

for an appointment or to place your name on the

seminar mailing list.

H. Thomas Hollinger
220 Continental Drive, Suite 315

Newark, DE 19713

Phone: (302)731-1326

Fax: (302) 455-9089

HTH
ASSOCIATES

Branch office of 1717 Capital Management Company,

Member NASD, S1PC, Registered Investment Advisor
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John Walker Maroney, M.D. Remembered

Katherine L. Esterly, M.D.

John Walker Maroney, M.D., who died Decem-
ber 14, 1994, was born in Glastonbury, Con-

necticut in 1905. He graduated from Yale

University Medical School in 1930. His pediatric

training was at Yale/New Haven Hospital, the

Massachusetts General, and Henry Ford Hospi-

tal in Detroit. He was certified in pediatrics in

1 935 and was a fellow of the American Academy
of Pediatrics. He was also a member of the

American Medical Association, the Society for

Pediatric Research, and a founding member of

the Society for Adolescent Medicine. In the late

1950s, the Delaware Chapter of the American

Academy of Pediatrics was formed, and Dr.

Maroney was one of the founders and the first

chairman.

Katherine L. Esterly, M. D.
,
is the Chairperson ofthe Department

of Pediatrics at Christiana Care Health Services in Newark,

Delaware.

Dr. Maroney came to Wilmington at the invita-

tion of Dr. Margaret Handy and worked with her

until he established his practice and moved to his

own office. He carried on the tradition of Dr.

Handy, having young doctors start in his office

until they were ready to be independent. His

practice was very large and in the 1950s it was

customary to make house calls, which he did,

spending many hours late at night. His concern

for children extended the whole family with great

compassion.

Dr. Maroney was a marvelous teacher of resi-

dents. When there was a diagnostic problem, he

would work with residents, review the differential

diagnosis, and determine the plan. He taught by

supporting the residents and by example. If a

child was seriously ill, he would remain at the

bedside all night, if necessary, until he was

satisfied that the patient was stable. Nurses of
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that era remember "blanket checks/' routine

visits to the pediatric floor and nursery after

finishing house calls, in his "pre-Jane" bachelor

days to ensure that all the babies were sufficiently

covered and tucked-in.

During World War II, he was called into the Army

and served in the Middle East with the rank of

Lieutenant Colonel, U.S. Army. He loved to tell

tales of Persia and his adventures of setting up

and running a military hospital on the Russian

road.

He saw the need to deal with the psychological

and behavioral aspects of the child's develop-

ment. He went weekly to the Child Guidance

Center of Philadelphia to learn interviewing skills

and the management of behavior disorders. He

was instrumental in bringing this kind of teaching

and care to Wilmington. This resulted in the

formation of the Child Development Center of

Wilmington, headed by Dr. Henry Stroud, which

later moved into the Alfred I duPont Institute

(duPont Hospital for Children).

In addition to his service to the community, he

was a primary force in the development of pedi-

atrics in Wilmington at all four hospitals. When
the three hospitals, Delaware, Memorial and

Wilmington General, merged, he became the

first Director of Pediatrics of the Wilmington

Medical Center from 1965 to 1970. He chal-

lenged the status quo and was an advocate for

pediatrics as well as patients. During his time as

director and through his influence before and

after his directorship, some of his accomplish-

ments were:

• Formation of a 1 7 bed adolescent unit.

• A student and house-staff laboratory available

on the pediatric floor.

• A play therapy program for patients.

• Educational programs for patients, with a full-

time school teacher in the Department of

Pediatrics.

• Opening of a Pediatric Intensive Care Unit.

• Establishment of a cytogenetics laboratory

and genetics clinic.

• Affiliation with Jefferson Memorial College.

His children, Jane and John, carry on their

father's service to their local communities as

primary care physicians in New Orleans, Louisi-

ana and Portland, Oregon. Jane, his wife, has

devoted 20 years in the Delaware Legislature to

improving the lives of Delaware's children and

families.

We remember, appreciate, and celebrate the

many accomplishments of John Maroney, which

he was able to achieve with humility, compas-

sion, and dignity.
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GUEST EDITORIAL

Planning Is the Answer

E. Wayne Martz, M.D.

Editor Emeritus

If we think we see farther than our ancestors it

is because we are sitting on their shoulders.

Most of us live our lives day by day, taking things

as they come. The more astute may prosper

because they are able to recognize and take

advantage of opportunities, but very few of us

actually plan ahead long term. Forthose who do,

the rewards can be great. This lesson was driven

home to me in the early 1 980s by a man who was

then President of Jefferson Medical College.

Jefferson for many, many years had great diffi-

culty finding clinical material to teach Pediatrics

to its huge classes of students (225). Penn had

"CHOP" and Temple had "St. Chris," but Jeff had

only a tiny Pediatrics service, and even that often

had empty beds. Their affiliates had far more
pediatric patients than the parent, and the neo-

natal availability in Wilmington alone was many
fold that at Jefferson. When Alfred I. duPont

Institute (AID) built their palatial new hospital,

Jefferson's President brought a delegation to

Wilmington to propose a merger with the Medi-

cal Center's Pediatric staff, using AID as a

Childrens' Hospital for Delaware. The reaction

was one of absolute outrage on the part of

everyone. The Wilmington pediatricians per-

ceived this as a move to take over their practices.

The Medical Center refused to even consider the

loss of their pediatric beds. The AID Board, still

under the influence of Ed Ball, was affronted,

perhaps afraid of the expense, and even

Jefferson's own faculty, faced with the tough

choice of either moving or commuting, rejected

the idea out of hand.

I was disappointed. In my naivite I thought this

sounded like a good idea, with a win-win for

everyone, including the best in pediatric care for

Delaware, but those who agreed with me were

hopelessly outnumbered. The issue died, but a

few weeks later President Bluemle invited me to

his office and said essentially, "Don't be too

disheartened. If you can see clearly where you

want to be in ten years, and you have thought it

through, and it makes sense, you will get there."

He went on to explain that life is full of little day-

to-day decisions, and if you consistently take the
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choices that move you closer to your goal, it will

work out. Indeed, to my amazement, ten to

fifteen years later, it did.

It seems to me we are in a somewhat analogous

situation relative to the practice of medicine.

Every day we are outraged all over again by

some new interference with our ability to do what

we know is best for our patients. The real prob-

lem is that we don't have any clear vision of

where we want to be ten years from now. I

believe a great many doctors actually believe

that everything will go back to the way it was ten

to twenty years ago, but it won't. Some seem to

think that by digging in our heels and refusing to

change we can force it to go back. I don't believe

that, and think we need to get that idea out of our

heads. It so warps our thinking that we can't free

up our minds to actually envision a system that

provides a reasonable level of care for everyone

at a predictable and controllable price, gives the

doctors the freedom needed to act in the pa-

tients' best interests, and rewards them commen-
surate with their education, experience and the

responsibility they assume. That is a tall order but

as long as our minds continue to think only along

the old familiar lines and reject new ideas, we'll

never get there. We need to define where we
want to be in 2010 or 2020 and then work

toward it. We had essentially a blank check years

ago with very deep financial resources, but

NOBODY HAS UNLIMITED RESOURCES. It is

not that we exceeded the limit, but we were

approaching the limit in what seemed a careless,

erratic and unpredictable fashion. If there is one

thing the financial community cannot tolerate, it

is uncertainty. They blew the whistle and insisted

on change, and the days of free and easy

ordering of anything we thought might be helpful

were over, and playing safe was a thing of the

past.

In 1992 when Bill Clinton became President he

gave Hillary the opportunity to develop a Com-
mittee to devise a broad plan for the future

delivery of universal health care. The committee

selected was composed largely of lawyers (like

Hillary), educators and industrialists, but very

few physicians, none in practice. What they set

out to develop was to be a document for discus-

sion and development. If I recall correctly, orga-

nized medicine did not endorse it, but neither did

it condemn it outright. It would really be unreal-

istic to expect physicians to endorse something

they had no hand in producing, but without our

support the Congressional opposition had no

interest in discussing and modifying the plan.

Their interest was in killing it, and they did. At this

point I have no idea what was in that plan, but in

view of what has developed since, it might be

worth while going back to see. It could hardly be

worse than some of the things we are facing, with

the for-profit health insurance industry running

rampant.

We in little Delaware can hardly expect to call the

shots on the national stage. We wouldn't know
what to call if we could. We have already maxi-

mized our voice in the AMA House of Delagates

by becoming a "unified" state society. Every

member of the Medical Society of Delaware is a

member of the AMA, and that lets us double the

number of our delagates. We send good people,

and they are not afraid to speak up, but there is

little more we can do at a national level.

The question then comes up of what we can do

at a state or local level. Certainly, we have plenty

of problems to solve right here at home. We
need a clear vision of how we can move ahead

as a state medical society to maximize our

strengths and perhaps even try some new things

on a small scale which could then be applied to

larger states. In other words, we need to plan

and prioritize. Therefore, on March 6-7 the

Medical Society of Delaware held a Planning

Retreat in Rehoboth trying to identify major areas

we can improve and new directions we can

develop, and to define a limited number of steps

we can take as a start. The group tried to plan a

three year program, and expects to get together

annually to update and extend that three-year

envelope. There was a lot of discussion, and

more work defined than we can possibly accom-

plish unless we can recruit a lot of membership

help — you. I shall write up the conclusions for

you, our readers, and have them printed in the

May issue of the Journal. We would like to hear

your reaction!
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Tribute: E. Wayne Martz, M.D.
Editor Emeritus of the Delaware Medical Journal

David Platt, M.D.

In 1942, E. Wayne Martz received a B.A. "With

Distinction" from Dartmouth College. In 1944,

he received his M.D. from N.Y.U. as an Alpha

Omega Alpha graduate. Then came internship

and internal medicine residency at Bellevue,

University of Wisconsin, and Dartmouth, inter-

rupted by a two-year period of service in the U.S.

Army Medical Corps. He then was in the private

practice of internal medicine from 1 95 1 to 1 962,

Director of Medical Education at St. Francis

Hospital in Pittsburgh from 1962 to 1967, and

Associate Director of The Western Pennsylvania

Regional Medical Program of the University of

Pittsburgh from 1967 to 1969.

David Platt, M.D., is a member of the Medical Society of Dela-

ware and is a contributing author to the Delaware Medical Jour-

nal.

Dr. Martz came to Delaware in 1 969 as Director

of Medical Education of the Wilmington Medical

Center. During this tour of duty he went back to

school part-time and received an M.B.A. from

the University of Delaware and a certificate from

the Harvard Business School Program for Health

Systems Management. On the side, he found

time and energy to be Director of DIMER, the

Delaware Institute for Medical Education and

Research.

When he retired from the Medical Center of

Delaware in 1986, Dr. Martz worked part-time

as medical physician at a home for the aged.

Then in 1 992 he was recalled to full-time work as

Director of Delaware's Board of Medical Prac-

tice. He retired from that position in 1995, after

so well defining functions and procedures, that
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his recommendation to assign the job in the

future to a non-physician was followed.

In 1988, Dr. Martz assumed the editorship of

Delaware Medical Journal, and served with dis-

tinction until the end of 1997.

So much for the biographical details. Many
episodes of this career stand out. When he was

Director of Medical Education at Wilmington

Medical Center, Dr. Martz was an inspiration to

the medical students, interns, and residents. He

was warm and caring, a superb role model, and

at once mentor and friend to each young doctor.

In his DIMER role, he paved the way for many
uncertain young men and women to enroll in

medical school at Jefferson.

And always, Dr. Martz was a diplomat. In 1 970,

about a year after he came to Delaware, the

Board of Trustees appointed as President of the

Medical Center of Delaware a man who had no

prior medical experience but had been President

of the University of Delaware. He attempted to

treat the doctors as he had treated his university

faculty, by giving out edicts, and the doctors

resisted. Joint meetings of the Physician Staff

Council with the President and Board of the

Medical Center became hostile and chaotic.

Dr. Martz had a foot in each camp, as both a

physician and a member of the hospital admin-

istration. In his sincere quiet way he did a mas-

terful |ob of quieting the troubled waters and
bringing peace and cooperation to the divided

organization.

Dr. Martz was active in all the local medical

organizations, and served on innumerable com-
mittees where his voice was heard and heeded.

In every phase of his career he left his mark.

When he served as physician at the Kutz Home
for the Jewish Aged, those residents said he was

their Maimonides.

Dr. Martz's tenure as editor of Delaware Medical

Journal has been particularly noteworthy. He has

been a prolific writer and has crafted editorials

on subjects both medical and non-medical, of-

ten illuminating present injustices and pleading

for physician leadership toward a better society.

And all the time, he encouraged other physicians

to speak up through the pages of our Journal.

We shall not miss Dr. Martz's calm and reassur-

ing advice, because he promises to continue

contributing to the Delaware Medical Journal.

The following pages are a compilation of several memorable

and thought provoking editorials written by Dr. Martz during his

tenure as editor. We feel these writings provide insight into the

ethics and moral character of E. Wayne Martz, M.D.

Thank you Dr. Martz for your many years of service as Editor of

the Delaware Medical Journal. You shall be missed.
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PROGRESS AND PAYMENT
E. Wayne Martz, M.D.

Delaware Medical Journal, March 1994

In the 1930s, when I was wrestling with a deci-

sion to study medicine, my father (a physician)

cautioned me about it. "Things are happening to

the practice of medicine that will destroy the

doctor-patient relationship. It will never be the

same again. This new development, Blue Cross,

will lead to other similar insurance plans and

come between the doctor and the patient, mak-

ing it into a commercial enterprise."

I opted for medicine anyhow and found Blue

Cross helpful. Twenty-five years later, in 1962,

deeply involved in private practice, I thought I

saw the spectre of "socialized medicine" looming

on the horizon. I had experienced government

medicine in the army and wanted no part of it, so

when the opportunity presented itself, I closed

my practice and went into medical education. I

was convinced that the "practice of medicine

would never be the same again."

Indeed, it has not been the same. Many of the

problems of practice of the 1 940s, '50s and '60s

were eliminated by Medicare. New and different

problems arose to take their place, but doctors

still related to patients and the doctors have

prospered and the quality of care they could

render has improved dramatically. In fact many
doctors are ready to mourn the passing of this

era as we face the new and unknown challenges

of the Clinton proposals and the 21st century.

It seems that every 25 to 30 years some cataclys-

mic change takes place in health care, and

"things are never the same again." In my father's

era of the teens and '20s, it was the Flexner

revolution, restructuring medical education and

residency training, leading to the specialization

that has brought the sophisticated care possible

today. If we look farther back, in the 1 890s and

1 900s it was the development of hospitals. In my
grandfather's day of the 1 870s and '80s, it was

Virchow's development of pathology which

formed the basis of scientific medicine, Pasteur

opening up microbiology and Lister's break-

through in aseptic surgery. I recall grandpa
telling me that when he first went into practice he

was called before the county medical society for

upsetting the old guard. His insistence on wash-

ing his hands before and after examining pa-

tients, and other newfangled ideashehad learned

"up in the big city" (Chicago), was embarrassing

them.

Every generation has its changes, yet as long as

there are frightened people with bleeding and

pain and fevers and emotional problems, as

long as there are women giving birth and babies

and children needing care, there will be others

moved to compassion seeking the knowledge

and skill to care forthem, and they will find each

other. And those who seek the practice of medi-

cine out of compassion for mankind will be

rewarded beyond measure.

The flawed system of Medicare was dreamed up

by the federal government with little or no input

from the medical profession. The AMA said it

would prove too expensive, and offered an alter-

native proposal, but it was not even seriously

considered, on the assumption that the doctors

were only looking out for their own turf. I have an

uneasy feeling we may be going down the same
pathway again. Medicare has done tremendous

good by encouraging the elderly to seek medical

care and enabling doctors to care for them

properly without bankrupting them. The bad

effects have largely related to a lack of incentives

to control costs. In fact, there are strong disin-

centives in the frequency of successful lawsuits

for tests and procedures not done. Perhaps

another negative might relate to the income gap

created between the average doctor and the

national average income. It used to be said that
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nobody becomes a millionaire practicing medi-

cine. That is no longer true, so it would be

surprising if this were not a doctor in some career

decisions. It is not clear how this will work out in

the future, but I am confident doctors will always

earn a good living. Any for whom money is a

major interest may be disappointed, but for all its

hard work, frustrations, and disappointments, it

will always be the most satisfying occupation in

the world.

Every year for 30 years I have received a Christ-

mas card from a former patient saying, "Doctor,

you gave me back my life." Of course I did not,

but what is money compared to that?

CERTAINTY IS EXPENSIVE
E. Wayne Martz, M.D.

Delaware Medical Journal, March 1992

Last evening the peace and quiet of our home
was broken. I sensed it when my wife sought me
out in my den. If this was anything like last time

(and the time before), this was going to cost

me — probably an hour, maybe two. No, it was

not a kidney stone, or an intruder in our home or

a ten pound weight gain from holiday indiscre-

tions. She stated it right up front — "My check-

book doesn't balance."

Month in and month out her checkbook balance

agrees with her bank statement. She is no math-

ematical wizard, but she is a very smart woman
and absolutely meticulous about keeping track

of expenditures. So once or twice a year when
things don't balance, I know it is not going to be

easy to find the error. Usually the variance is

trivial often less than a dollar. If we're lucky,

it is a round number— $10 or $200. Then I know
pretty much where to look. But usually it isn't,

and that means a lot of work.

But why this fuss about balancing? Why not just

take the bank's word for it, mark down the new
balance and go on from there? The bank doesn't

make mistakes. Or do they? Ah, there's the rub.

They do, and so do we. And as any accountant

will hasten to tell you, there can be offsetting

errors, and then you're into the real never-never

land. The accounts have to balance! That's all

there is to it. But have you ever stopped to think

that 90 percent of the time and effort is devoted

to reconciling the last one percent of the money?

Certainty is expensive.

Every year I get annual reports from any com-
pany I hold stock in — slick paper, four color,

beautifully laid out. Now that I am involved, so

to speak, in the publishing business I have an

idea what that costs. I look for it in vain in the

balance sheet. It should be right up there with the

CEO's compensation and stock options, but it's

not. Nevertheless it amazes me that the whole

point of this exercise is to demonstrate that the

books balance. The company earned $1,375

per common share after taxes and is paying out

22 percent in dividends. The books always bal-

ance. Even when the assets and liabilities run

into billions of dollars, they balance — to the

penny. But you'd better believe that costs some-

thing. If we were content to keep the books as

plus or minus one percent we could fire most of

the bookkeeping and accounting staff. Certainty

is expensive.

If I want to know how my editorial writing is

coming along, I can call six doctors at random
and ask what they thought of last month's effort.

One says "I never read that stuff." Two others are

more polite. They say they haven't gotten around

to reading it yet. Of the remaining three, one

says "Great," one says "OK," and one says "Ter-

rible." If I want greater detail and certainty than

that, I can run an opinion poll. That involves

selection of a truly representative sample, any-

where from 100 to 500 phone calls, carefully

worded questions, follow-up tests of those not

reached or who refused to answer. In the end, I

find that it is not 16.7 percent of doctors who
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think I'm doing well, but 15.16 percent with a 95

percent confidence limit and a Standard Error of

0.06 percent. That is a firm number but if I want

greater confidence, that is a bigger study, more

money and more time. I can get pretty close with

six calls, but the more certain I want to be, the

more it's going to cost.

When I was taking care of sick people in the late

1 940s, 50s and early 60s, my general approach

was much like the six phone calls. If a man called

me and said, "Doc, my wife had a shaking chill

this evening and when I checked her temperature,

it was 1 03°F," of course I asked a few questions:

Is her throat sore? Is she coughing? How often

does she have to urinate? How are her bowels?

If it were late in the evening, I could order an

antibiotic and see her in the morning. If it turned

out that we were dealing with a very unusual

presentation of Hodgkin's disease or a bron-

chogenic carcinoma with pneumonia behind it,

we would find out in due time, make the appro-

priate studies and take appropriate action.

Now in 1992, with "wrongful diagnosis" leading

the hit parade of the malpractice attorneys, and
the Feds and other insurers holding a stopwatch

on our diagnostic efforts, and with our attempts

to hospitalize requiring a definite (proven) diag-

nosis beforehand, it's a whole different ball

game. Blood counts, chemistries and x-rays are

only the beginning. CAT and MRI, ultrasound

and arteriogram, cultures and immunologictiters

seem, in order, and all done before morning. But

there is a price to pay. The diagnosis is certain,

all right, but certainty is very expensive. If they

want to cut the cost, they must be willing to

tolerate a little uncertainty. And patients must be

made to realize that when they call the doctor in

1 99
1 ,

as opposed to 1 95 1 ,
they put the monkey

of responsibility for certainty squarely on the

doctor's back. They shouldn't complain if it gets

a bit costly.

CAUSES AND EFFECTS
E. Wayne Martz, M.D.

Delaware Medical Journal, September 1990

Recently while I was chatting with a group of

physicians, one remarked that years ago it was

taught, and believed, that exposure to a cold

wind (as in riding in a car with the windows open)

was the cause of Bell's palsy. Now, in retrospect,

we know that probably a high percentage of

Bell's palsy is due to Lyme disease. I waited for

the laughter, thinking this must be a joke — a sly

leg pulling reference to the current fad in medi-

cine. There was no laughter. The group seemed
agreed. Bell's palsy is due to Lyme disease. I felt

like I must have missed an important article in the

New England Journal, or some major confer-

ence that everyone else attended. How quietly

and quickly medicine progresses and leaves us

behind! Bit by bit, piece by piece, we become old

fashioned doctors. Yesterday's Chief Resident,

who was the sharpest thing ever to come down
the pike when he finished training, is tomorrow's

outmoded drone. And it can happen so fast. Five

years is enough, and then we start to adhere to

the old slogan, "It is better to keep your mouth

shut and let everyone think you a fool, than to

open it and remove all doubt."

The more I thought of Bell's palsy, though, the

more indignant I became. Are they implying that

William Osier was a fool (See page 798 of first

edition of Principle and Practice of Medicine)?

Are they saying that all the careful observations

of dozens of outstanding old clinicians was for

naught? They were gulled by chance? I don't

think so. In a disease of protean manifestations,

such as Lyme disease, why does it show up as

arthritis in one person and a neurologic manifes-

tation in another? Even more specifically, in-

flammation of one or a particular group of joints,

or even one nerve. The onset of VII nerve palsy

following exposure to cold is just too frequent

and regular an accompaniment to be totally

unrelated. The fault lies in our understanding of
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nerves or joints, or physiology or immunity and

our inability to measure small differences in

functions.

If I may extrapolate a little: why does one neu-

rotic patient complain of headache, while an-

other has pyrosis or diarrhea or menstrual cramps

or difficulty in breathing? There must be some-

thing going on in those areas that attracts the

patients' attention and makes them focus their

entire emotional output on that symptom. We
examine the patient and run a battery of tests and

studies. Finding nothing, we tell the patient, "It's

all in your head." But it's not. It merely is a

reflection of the imprecision of our tests and our

own lack of knowledge. A diagnosis of psycho-

neurosis is not made by ruling everything else

out. It has its own criteria and must stand on its

own feet just as much as a diagnosis of appen-

dicitis or pneumonia; and it frequently coexists

with organic disease. The patient is going to

ultimately die of something, and you're going to

miss it if you have that patient categorized as "just

a neurotic." Even neurotics die. And they also

sue.

DANTE PIGOSI
E. Wayne Martz, M.D.

Delaware Medical Journal, December 1 996

When I finished residency in 1951, I knew

absolutely nothing about opening or running an

office, so I went into practice with a reputable,

older doctor in Pittsburgh. At that time, the

United Mine Workers was running a huge

medical care program funded by a tax or

"royalty" of ten cents a ton on every ton of coal

that came out of the ground. Almost any doctor

in that area who wanted could see UMW
patients and bill UMW Welfare and Retirement

Fund. Since I saw UMW patients with my
sponsoring doctor, I continued to see them

when I opened my own office one or two years

later.

The open panel concept didn't last long as it

soon became evident that the fund was going

bankrupt. It was being overused and misused. It

was not surprising that some miners, if they

didn't like their eye glasses or their back braces,

simply went to another doctor and got different

ones. It was surprising, though, when the UMW
found itself billed for a second and even a third

appendectomy or cholecystectomy on the same
patient! They soon came out with a listing of the

doctors whom they considered acceptable. As

the list got shorter, they found their expenses

diminished, and soon a relatively small number
of doctors were taking care of most of their

patients. Needless to say, this raised a bit of

controversy, partly from miners whose favorite

doctor was no longer listed, but also from

doctors who found themselves cut off from a

significant portion of their practices.

In some areas the UMW built their own clinics or

offices, staffed them with family doctors and had

specialists come in as needed on a contract

basis. I tried this for awhile, one day a week, but

soon realized that my own overhead continued

unchanged while I was working in their offices. I

had to charge them enough to cover my
overhead, which meant they were paying for it

twice, if I charged fee for service, or I paid it

twice if I negotiated a retainer based on their

providing the office. In addition, my own
patients resented my absence from my own
office, and I had a lot of catching up to do the

next day.

There were some parallels to what I see

practitioners going through today. I eventually

quit seeing UMW patients except for legal

evaluations, but the doctors who seemed most

content were the older doctors who took a full-

time, salaried position with the UMW. Not very

many of the younger doctors were willing to do

that. In the first place, they did not trust the UMW
enough to put their whole future in UMW hands,

and secondly, they wanted the opportunity to

increase their incomes by seeing non-UMW
patients. They didn't want a cap or ceiling on them.
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Many of the older doctors had been what we

called "check off" doctors and had worked all

their professional lives on a relatively fixed

income. In the "coal patch," or small mining

town, there was one mine and one doctor,

though often one doctor covered several of

these little communities. Every Friday the miners

lined up in the building at the mine head and

were paid, usually in cash, what was owed them

based on the number of shifts they had worked,

less what they owed at the company store and

other charges. Just beyond the pay master was

the person with the check off list — a list of the

names of all the miners. If they wanted medical

coverage (and they usually did), they paid the

nominal fee, usually 50 cents, and a check mark

was placed beside their name. The money went

to the doctor, and he was obliged to care for the

families of all miners who had check marks by

their names. It was pretty simple as a concept,

and for the most part, it worked, at least as long

as the mines worked. In hard times, the mine

might work only two or three days a week, and

there might not be enough to coverthe bill at the

company store, let alone the check off. The

doctor might be faced with some difficult

decisions when the wage earners had not

checked off for several weeks, but as far as I am
aware, they always took care of their check off

families.

I was privileged to get to know some of those

check off doctors, and they were a wonderful

and interesting breed. One who still sticks in my
mind after 45 years was Dante Pigosi. Dante

was a medical machine. He would see patients

hour after endless hour, usually well over a

hundred a day. Any check off doctor seeing less

than 65 a day was considered to be not carrying

his share of the load. Dante had come to the

United States from Italy in his early teens, unable

to speak any English. He went to work and he

went to school, and he never quit until he had his

M.D. from Pitt. In terms of native intelligence, he

must have been genius level or very close to it.

He knew all of his patients by name and their

families and their medical histories. Dante

taught me one thing, aside from what he taught

by his example about what it means to be a man
and to be a doctor.

He once sent me a patient in consultation who
was a four plus hypochondriac. When I

complained to him, Dante asked me a question,

"Why do some hypochondriacs complain of

headaches, and others of backaches, and still

others indigestion or something else? There is

something that focuses the patient's attention on

that part or function. The fact that we can't

identify it is our deficiency or the deficiency of

the tools we have to work with. The patient is not

to blame, nor is (s)he imagining things. Look

behind the hypochondriasis. (S)he will some day

get sick and die, and we will miss it because we
didn't look." I've never forgotten that. It was

good advice — I think.

LEARNING
E. Wayne Martz, M.D.

Delaware Medical Journal, September 1997

On July 1 ,
all medical licenses in Delaware were

renewable provided each individual doctor had

completed 40 hours of accredited CME since the

last renewal two years ago. For most doctors

CME is a way of life, as natural as breathing or

getting up in the morning, and renewal was no

problem, but for about three percent it initiated

a frantic scramble to find 40 credit hours in the

last 30 days. To me this whole comedy is an

example of the futility of trying to legislate learn-

ing. To paraphrase an old saying, you can lead

a doc to conference, but you can't make him

think. Do we find doctors better in July than they

were in May or June? Don't be silly, but we have

been reading an awful lot lately about setting

standards and improving education in our

schools, as though we could make it happen by

legislation.
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In my way of thinking (learned at the University of

Illinois 30 years ago) the whole of education can

be reduced to a few simple maxims:

1 )
There are no "teachers." There are only "learn-

ers," which is to say that nobody can teach you

anything unless you want to learn it.

2) Thus it follows that we learn best what we want

to learn, and

3) We learn it when we want to learn it.

4) The best motivator (to learn) is the best teacher.

5) Often the environment is the best motivator,

but the teaching / learning environment is

fragile and easily broken. It can turn from

positive to negative in a heartbeat.

There are many ways to motivate people. The

best ways create a sense of excitement, but fear,

love, reward, punishment, hunger, hope and

many other things can be very effective motiva-

tors. We must be careful though. Poverty is not

necessarily motivating, but if we add hope, it

may become so. Defeat can be motivating, or it

can be de-motivating, and the same is true of

shame, or anger. Most of us have had the

experience of trying to toilet train a baby. It is

fruitless and frustrating until the baby is moti-

vated to learn. Then things move along rather

well.

I have always found physician education inter-

esting and challenging. How do you motivate

doctors to want to learn? One of my favorite

sayings has been "You don't need to whip a

thoroughbred," but recently, watching a Derby

race, I noticed they do use a whip rather freely.

I didn't notice whether the horse being whipped

was the one who won or lost. Maybe it was just

to create excitement. Or, possibly, I have been

wrong all along. That too has happened.

For much of my professional life I was respon-

sible for running residency programs. Having

been treated rather shabbily during part of my
own residency in the 1 940s, I resolved not to do
that, but to create an environment conducive to

learning. I recognized that every hospital has

some excellent - even outstanding - doctors on

its staff. You find them all over the country, often

in the most out-of-the-way and unexpected places.

Thus all hospitals have the potential to conduct

excellent educational programs, and only the

best organized ones get accredited to run residen-

cies. My problem was, how does one stand out in

such an environment to attract the best residents,

because ultimately it is the quality of the residents

which makes or breaks the program. The best

residents are self-motivating and create an envi-

ronment of excitement, a fervor to learn that makes

them become the best doctors. The doctors who
train in a program tend to settle in that area and set

the quality level for the future.

I felt that the best way for Delaware to stand out

would be by taking a personal interest in each and

every resident, doing everything possible to help

that young doctor reach his or her personal career

goals. So many programs abuse or misuse resi-

dents. Even some reputed to be the very best seem

to take a perverse pride in being harsh with them.

As far as I am concerned, it worked. Within a few

years Wilmington was receiving good applications

from all across the country, and I think we were

training the best residents in the Delaware valley.

Still the question was being asked of DIMER, and is

still being asked "How many Delaware students

have come back to Delaware to practice?" The

question is at best irrelevant and at worst insulting.

It implies that we do not want those fine young

doctors just because they grew up in some other

state. What kind of narrow provincialism is that!

In spite of opposition, I still believe that our per-

sonal interest in those we teach is the best motivator

for learning, and that they will learn best what they

want to learn when they want to learn it. There are

no teachers. Only learners. Our job is to motivate

them.
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Community Imaging Center
At Limestone Meets

All Your Medical Imaging Needs.
Limestone Medical Center
1941 Limestone Road, Suite 214
Wilmington, DE 19808
Telephone: (302) 892-6200
Fax: (302) 892-6206
Internet: www.communitymed.com

David S. Grubbs, M.D., FACC, FACP
Medical Director

Frank DiGregorio, CNMT, RDMS
Director of Diagnostic Imaging

Community Imaging Center Offers:

Therapy

1-

131 Thyroid Ablation

Strontium/Bone Metastases

Cardiology
Cardiovascular Stress Test

2-

D Echocardiogram

ECG
Holter Monitor

Loop Monitor

Signal Averaged ECG

Ultrasound
Abdominal
Breast

Extremity

Obstetrical

Pelvic

Retroperitoneal

Testicular

Thyroid

Transvaginal

Vascular Ultrasound
Arterial Duplex Scan

Carotid Duplex
Venous Duplex Scan

Nuclear Medicine
Abcess Localization

Brain Scan

Bone Scan

First Pass

Gastric Emptying Scan

Gastrointestinal (GD Bleed Scan

Gated Blood Pool (MUGA) Scan

Hepatobilary (HIDA) Scan

Liver and Spleen Scan

Lung Scan

Meckel’s Scan

SPECT Myocardial Perfusion Scan

(Cardiolite or Thallium)

Parathyroid Scan

Renal Scan

Testicular Scan

Thyroid Carcinoma Metastases

Imaging

Thyroid Scan

Tumor Localization

Offering imaging with:

Cardiolite ivpzqmmiw

Prompt, courteous service • Test results available in 24 hours or less • Allpositive tests called andfaxed

There’s a Community Medical Center Near You:

Silverside Medical Center

2700 Silverside Road
Wilmington (302) 478-1100

Medical Aid Unit

Laboratory

X-Ray

limestone Medical Center

1941 Limestone Road
Wilmington (302) 992-0300

Medical Aid Unit

Laboratory

X-Ray
Ambulatory Surgery

Community Imaging Center
Nuclear Medicine
Ultrasound
Cardiology
Therapy

Community
Medical (are, Inc |gF immunityJmaging (enter

^

A division ofCommunity Medical Care, Inc.Serving and managing the outpatient needs ofthe community
with quality, affordable medical care since 1978



ARE YOUR FEMALE PATIENTS GETTING THE BEST
POSSIBLE MYOCARDIAL PERFUSION TESTS?

JACC VOL. 29, No. 1

(Journal American College of Cardiology)

JANUARY 1997:69-77

“Comparative Diagnostic Accuracy of Tl-201 and Tc-99m Sestamibi SPEC!' Imaging (Perfusion and

ECG-Gated SPECT) in Detecting Coronary Artery Disease in Women”

Conclusions: Thallium-201 and Tc-99m Sestamibi myocardial perfusion scintigraphic studies have

similar sensitivities in the detection ofCAD in women. However, the specificity of Tc-99m Sestamibi is

significantly higher than that of Tl-201 . This specificity is further enhanced by the use of ECG-Gated

SPECT Tc-99m Sestamibi imaging.

Community Imaging Center was the first lab in Wilmington to routinely

perform ECG-Gated SPECT using Tc-99m Sestamibi (CARDIOLITEY™
on all patients. ECG-Gated SPECT provides perfusion, wall motion and

Ejection Fraction in one study.

HERE IS WHAT OUR PATIENTS HAVE TO SAY ABOUT US

“Last Friday, I had a Cardiolite stress test at your facility. This could have been an

awkward and unpleasant experience; but due to the professionalism and courtesy

exhibited by the employees of your Center, I felt comfortable and reassured. Please

accept my thank you and gratitude. I will pass my opinion on to my doctor (...) and

remain sincerely (...)”.

• Prompt, courteous service • Test results available in 24 hours or less • All positive tests called and faxed

We participate with virtually all insurance carriers

Phone: 302-892-6200 Fax 302-892-6206 Internet: www.communitymed.com
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Instructions to Authors

The Delaware Medical Journal (DMJ) is owned and published by the

Medical Society ofDelaware as amedium ofcommunication, education and

expression for its members, and also for others striving for excellence in

medical practice. Articles in the DMJ are intended to be scientific and

educational and are not intended to reflect standards of medical care. All

material published is under copyright. On receipt ofmaterial submitted for

publication, a suitable release form will be sent for signature by all authors.

Scientific articles on medical matters are especially welcomed, including case

reports, clinical experiences, observations and information on matters

relevant to medical practice. Other material may also be accepted if the

editorial staffdeems it of interest to DMJ readers. All submissions should

include a briefsummary and a brief(one to two sentence) biographical sketch

ofall authors.

It is highly recommended that authors familiarize themselves withDMJsty ie

before submitting manuscripts for consideration.

All material for publication should be submitted on a 3 1/2" computer diskette

in WordPerfect 6.0 or Word 6.0. A printout of the manuscript must
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length is two to 12 pages. Up to 12 references per manuscript will be
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Graphs, charts and black-and-white glossy photographs are accepted if
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number, and “top.” A separate legend should be provided for each. Do not

write on the back, or scratch or mar them using paper clips. Do not mount

them on cardboard.

Photos of patients should generally be taken in a way that obscures the

patient’s identity. Photos in which a patient’s face must be clearly seen,

however, must be accompanied by signed release forms.

All manuscripts are reviewed by the editor and all scientific articles are then

sent for peer review by members of the Editorial Board and/or other

appropriate physicians. The usual processing time to publication istwo to four

months, though in some circumstances this may be longer or shorter.

232 Del Med Jrl
,
May 1998, Vol 70 No 5



PHYSICIAN, HEAL THY

INSURANCE PROGRAM

Many physicians’

insurance pro-

grams suffer

from multiple

fractures.

Malpractice here;

life insurance

there; workers’

compensation
from someplace
else; homeowners,

auto and the rest

supplied by who knows?

Now, thanks to the recent

marketing and management
agreement between the Medical

Society of Delaware Insurance

Services and the Professional

Liability Division
j

of Harry David

Zutz Insurance, all

of your insurance

needs can be
handled through a

single source.

Centralization

plays an important

role in the wisdom
of selecting MSDIS/

Zutz. It is not the only reason.

The Medical Society of Delaware

benefits as well!

Call MSDIS/Zutz/PLI at

571-0986 and learn more on how
to heal your insurance program.

Medical Society ofDelaware Insurance Services, Inc.

1925 Lovering Avenue • Wilmington, DE 19806
571-0986

PLl
Harry David Zutz Insurance, Inc.



Advanced CT Imaging
at Three Locations

Brandywine Imaging Center,

Omega Imaging Center, Pike Creek Imaging Center

Diagnostic Imaging Associates, P.A. has three locations in

Northern Delaware providing advanced Computerized Tomography (CT) imaging;

Brandywine Imaging Center in North Wilmington, Pike Creek Imaging Center

in the Pike Creek area and Omega Imaging Associates for your patients

in the Newark area. DIA’s high resolution scanners are capable of

dynamic scanning and spatial resolution of .5 millimeters. Each facility has a

board certified radiologist on staff with special fellowship training in body CT. For your

convenience, patients can be scheduled same day with wet reading faxed immediately.

Diagnostic Imaging Associates accepts virtually all HMO, PPO and

Fee For Service health insurance plans including;

Principal, US Healthcare and all Blue Cross Blue Shield programs

Our full range of out-patient imaging services include:

High-Field MRI • New spiral CT scanning • Ultrasound including Color Doppler

• Fluoroscopy • Mammography • Nuclear Medicine and General X-ray

For information and the office nearest you, please call 302-425-4DIA.

“At DIA we strive to be the best not the biggest”

Diagnostic Imaging Associates, PA

Brandywine Imaging Center • 701 Foulk Road • Suite E-1 • Wilmington • 654-5300

Omega Imaging Associates • L-6 Omega Professional Center • Newark • 738-9300

Omega Magnetic Resonance Imaging Center • L-6 Omega Professional Center • Newark • 738-9300

Omega Medical Center • K-15 Omega Professional Center • Newark • 368-5100

Omega Nuclear Diagnostic Center • K-15 Omega Professional Center • Newark • 368-8150

Pike Creek Imaging Center • 3105 Limestone Road • Suite 106 • Wilmington • 995-2037

Wilmington Magnetic Resonance Imaging Center • 1020 Union Street • Wilmington • 427-9855
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For centralized scheduling call: 302-731-9860

Christiana Care Imaging Services

has two locations to serve you.

State-of-the-art mammography,
x-ray and ultrasound services are

available at our new location

in Fou Ikstone Plaza in

Brandywine Hundred.

Most insurance companies accepted.

Accredited by the American College

of Radiology.

FOULKSTONE PLAZA

1 40 I FOULK ROAD

WILMINGTON, DE 1 9803

302-477-4300

MEDICAL ARTS PAVILION

475 1 OGLETOWN-STANTON ROAD

NEWARK, DE 19713

302-731-9800

Christiana Imaging Center is now

ChristianaCAre
Imaging Services
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The Medical Society of Delaware's

Plans for the Millennium

An MSD distinguished event occurred in March

1998. Twenty-four Society members (see page

263) dedicated two days to critically evaluate

our Society and creatively plan for our future.

This pro|ect was assisted by four members of

the MSD staff and a facilitator and was chaired

by President-Elect Martin G. Begley, M.D. A
special report on the resulting 1998 MSD Stra-

tegic Plan has been authored by E. Wayne Martz,

M.D. (see Page 241) and the actual plan can

be found starting on page 263.

The purpose of this exercise was to clarify the

MSD's core ideology and to create a strategic

action plan for MSD in 1998. The health care

environment continues to change rapidly, some-

times chaotically, and it is essential for the MSD
to focus its limited resources on the most critical

needs of our members and remain flexible and

adaptable to rapid change. This comprehen-

sive strategic plan provides focus and direction

for the MSD and wi II enable the Society to

proactively respond to the needs of its members.

This dynamic group clearly established our

Society's core purpose to guide, serve and sup-

port Delaware physicians, promoting the prac-

tice and profession of medicine to enhance the

health of our communities.

Six strategic objectives were identified for fo-

cused action by the MSD over the next three

years. Dr. Martz's special report details these

objectives. Specific actions to accomplish con-

crete 1 998 goals are already underway. A plan-

ning committee will monitor and report on our

success in achieving these goals.

Del Med Jrl, May 1998, Vol 70 No 5 237



President's Page

Th e results of this summit are impressive and

essential to the success of our Society. More
importantly, a dynamic process has been estab-

lished that draws upon the most precious asset

of our Society: the creative thinking of our tal-

ented, committed, and professional membership.

I thank the members who have given their time to

this project and urge all members to become more

active in the MSD to improve the health of Dela-

wa re.

Best Regards

Support Your Delaware Medical Education Foundation, Ltd.

1997-1998 Casual Wear Fundraiser

All shirts display the Medical Society seal.

$12 per item purchased is tax-deductible

!

DENIMS - $37

POLOS (4 colors) ~ $37

SWEATSHIRTS - $40

WINDSHIRTS ~ $42

About "DMEF" . . .

In 1992, the Medical Society of Delaware created the DMEF to improve and expand its continuing medical

education program, thereby providing Delaware physicians with up- to- the- minute clinical information in

the ever- changing field of medical science. It also administers the Physicians’ Health Program, which works

in conjunction with the state Board of Medical Practice, to ensure that Delaware physicians in need of help

receive this support.
Call today to place an order and support your colleagues through DMEF.

v Coreen Haggerty at 302-658-7596 or 800-348-6800.
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sometinng even moire important

The highly trained and committed surgery staff

of the St. Francis Minimally Invasive Surgery Center.

Now, the most current technology and

expertise iri minimally invasive surgical

procedures is available to your patients

at St. Francis Hospital. Three newly

equipped operating suites have been out-

fitted with a voice-controlled robotic arm,

harmonic scalpels, an advanced camera

system, an argon beam coagulator arid

something you’ll appreciate just as much:

specially trained and personally committed

surgeons, nurses and technicians. It’s just

one more way we’re bringing progressive

medical technology and world-class

medical expertise to the heart of the

W i I rri i rigtori corn rn u ri i ty.

Surgeries currently performed include:

• Anti-reflux • Appendectomy

• Cholecystectomy • Splenectomy

• Inguinal Hernia Repair • Hysterectomy

• Bowel Resections

To find out more, or to request

patient information brochures for

patient referrals, call our Office of

Medical Affairs at (302) 575-8070.

] CATHOLIC HEALTH
T INITIATIVES

St. Francis Hospital
MINIMALLY INVASIVE SURGKRY CKNTKR

7th & Clayton Streets • Wilmington, l)K 19805-0500



“There is

NOTHING more

EXHILARATING THAN TO BE

Princeton Insurance Company policyholders arc winning the battle against frivolous

professional liability claims: 95% of company managed cases are resolved in our insureds’

favor. A successful defense means an unscathed professional reputation and preservation of

financial security.

lu today’s legal climate, even the best doctors must dodge a bullet now and then,

lb marshal the heavy artillery on your side, consult one of the independent agents who

represent Princeton or call us at 1-800-757-2700.

Princeton Insurance Company

Professional Liability Office Package Policy Workers Compensation

lulled A (Excellent) by A.M. Best Company 4 North Bark Drive • Hunt Valley
;
Maryland 21 O'M)



SPECIAL REPORT

The Future Belongs To Those Who Plan For It

E. Wayne Martz, M.D. — Martin G. Begley, M.D.

No corporation, institution or individual can

succeed without careful planning. The Medical

Society of Delaware is no exception.

Over the years the society's planning has been

done by leaders and staff who were insightful,

wise, committed and unselfish, and they brought

success and honor to our Society. Most of their

planning was done informally reflecting the small

number of physicians practicing in Delaware and
the size of our state. However, over the past

years dramatic changes have occurred in medi-

cine nationally and in Delaware, in particular.

Now there are many more physicians in Dela-

ware and there are more interests for our Society

to serve. Furthermore, we face ethical, clinical,

political, legal and financial challenges which a

few years ago would have seemed too outra-

geous to anticipate.

E. Wayne Martz, M D
,
is the Editor Emeritus ot the Delaware Medical

Journal

Martin C Begley, M D , is the President-Elect of the Medical Society of

Delaware

In response to these developments, the officers

and Board of Trustees decided to take a new
approach in planning for the MSD. Using ex-

amples from the corporate world, a strategic

planning retreat was organized. It was held in

Rehoboth Beach on March 6 and 7, 1998. The

aim was to look at the purpose and goals of our

Society and develop approaches that would help

us be more proactive in our mission as physi

cians. Those who participated in the retreat

included the officers of the Society and represen-

tatives of the Board of Irustees and Long Range

Planning Committee. Also invited to participate

was a group of physicians who at the time had no

official assignment in the Society. This last group

was chosen to bring to the table a good cross

section of all the physicians practicing in Dela

ware. I hereby the attendees represented the

various areas of the state, the gamut of special-

ties practiced, international medical graduates,

established physicians as well as those new in

practice, physicians practicing community, aca

Del Med Jrl, May 1998, Vol 70 No 5 241
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demic and administrative medicine, etcetera.

The final panel cloistered in the retreat included

24 physicians and four administrative staff of the

Society. Every participant had equal standing;

there was no established hierarchy and the views

of each were welcomed and considered. Finally,

the retreat was directed by a facilitator who had

extensive experience in plan development with

for-profit corporate and not-for-profit groups.

Trying to get any 29 individuals to work together

can be close to impossible, nevermind when the

majority of the group are physicians. This retreat

was a wonderful exception to that negative ex-

pectation. It was two days of boundless, fresh

and energetic inquiry into the purpose, goals,

challenges and needs of our profession in an

atmosphere of near perfect camaraderie. It was

also a time during which we heard firmly ex-

pressed again and again the goals we sought

when we first thought about becoming doctors.

The most important purpose of this retreat was to

revisit those noble ideals. We found they are still

alive, but we have to constantly work to protect

them.

The following is a summary of the process,

thoughts and conclusions of the strategic plan-

ning retreat.

The CORE PURPOSE of the MSD is to guide,

serve and support Delaware physicians, promot-

ing the practice and profession of medicine to

enhance the health of our communities.

We identified five CORE VALUES to guide our

behavior and performance:

1) Honesty and integrity,

2) Professionalism,

3) Effectiveness,

4) Responsiveness, and

5) Competence.

We recognized that our success or failure, and

how we are perceived, impacts not only our

members but also our patients, other physicians

and the community at large, including our staff,

other health care organizations and personnel,

insurers, payers and government agencies.

We reviewed how we as members of the MSD
picture the organization: mature, influential, in-

volved, challenged, fiscally sound. It is represen-

tative of and speaks for the medical profession.

It does not take sides in party politics, but has a

history of advocacy in legislative and insurance

matters. It is dynamic, evolving, efficient and
effective. It is a provider of education, both

public and professional, and has a competent,

cheerful, friendly, helpful and effective staff.

We next tried to identify some of our strengths

which we might want to use in selecting and

achieving our goals. Among them were our

small geographic size, the high percentage of

Delaware physicians who are members (cur-

rently between 75-80 percent), our unified mem-
bership with the AMA which provides resources

we can count on, and gives us opportunity to air

our problems and achievements at a national

level. We have a legacy of committed physician

leadership, and a wide network of contacts and

relationships throughout the state. Our leaders

have the courage to try innovative solutions to

problems, and we have the resources to make
them succeed. We are nationally accredited to

conduct programs of Continuing Medical Edu-

cation. We have an active, well organized and

effective Alliance of physician spouses, and a

strong staff as noted above. We have good
publications that come out on a regular basis

and are available for communicating with each

other. Finally, we have a diverse organization, in

every respect, that works well together without

noticeable jealousy or friction.

Although we like to pat ourselves on the back

and discuss how wonderful we (think we) are, we
must face the fact that we have some major

problems and weaknesses. Probably our most

significant weaknesses are:

1) The number of physicians actively involved

and carrying the burdens is relatively small.

2) Our members are busy and therefore we
have difficulty getting their attention to com-

municate things of importance to everyone.

3) We are somewhat uncertain of our future

goals and direction. Our diversity brings with

it differing goals and priorities.

242 Del Med Jrl, May 1998, Vol 70 No 5



Special Report

Nowhere is the lack of member involvement

more evident and damaging than in our relation-

ships with our legislature. Very few understand or

are committed to our lobbying efforts even on

the most rudimentary level, and support of our

Political Action Committee is pathetic. The medi-

cal profession is a sleeping giant which has the

potential to be the greatest political force in the

nation, yet we somehow seem to feel that politics

is dirty or beneath our dignity. We find it difficult

to respond to challenges such as actions by

insurance companies or unfavorable pending

legislation.

Although we are fiscally sound

and operate on a balanced bud-

get, we do not have funds

needed for the new enterprises

we may be called upon to start

in the next few years. Our dues

structure is one of the lowest in

the country, but the members

seem unaware of this and are

resistant to even modest in-

creases. This leads to some
strange developments. Not too

many years ago leadership de-

cided the MSD needed a new

and larger building of its own.

Since the membership was unwilling to endorse

a dues increase, some decided to build it pri-

vately as a limited partnership and lease it back

to the MSD. That provoked a VERY spirited

reaction. They backed off.

Thus it is apparent that we do have weaknesses,

we do have difficulties, yet at the same time there

exist opportunities if we can find ways to work

around our weaknesses or to correct them. This

we must do if we are to meet the challenges of the

years ahead. Just what are these challenges?

In identifying what the planning group perceived

as the major challenges, our Facilitator led us

through a process referred to as mind-mapping,

i he group identified six challenges the MSD will

face in the years ahead (See Table 1).

The first of these, HASSLE FACTORS, is more a

problem of medical practice than of the MSD
itself. However, so keenly do our members feel

this in their daily lives that they wanted an

opportunity to discuss it, even though ostensibly

we were planning the future course of the MSD.
There was no disagreement as to the types of

hassles. The list was virtually endlessfsee below),

and although MSD has a mechanism in place to

help our members with these problems (our

consultative contract services), any real solution

is going to take years, and will be dependent on

how effectively we resolve the other challenges

facing us (e.g. #3 Communica-
tion and #4 Political Action).

Some of the hassles discussed

were excessive documentation

requirements, denials, referrals,

contracts, facility utilization, re-

imbursement, inadequate and

possibly inaccurate information

services, pressures to take fi-

nancial risks without commen-
surate rewards, the behavior of

managed care medical direc-

tors, and the quest for fair/hon-

est capitation lists. Obviously

these hassles are beyond our

power to change at this time,

but if we can require accountability and respon-

sibility of the health care financing industry and

government, many of these problems may be

controlled and even abated in the future. It is

only through our patients and the public pressure

they can exert, and in the longer run, legislative

action, that we can achieve this. That is why

challenges #3 and #4, along with a united

medicai profession, are so critically important in

order to achieve a more reasonable practice

environment.

In presenting the challenge of the RAPIDLY

CHANGING HEALTH CARE INDUSTRY, and what

we can and should do about it, I must take some

editorial liberty in presenting my views, as long

as i cover the items agreed upon by the planning

group. I view the chaos we presently see in health

care as the result of the national recognition of

Table 1.

CHALLENGES TO BE FACED BY
THE MEDICAL SOCIETY OF

DELAWARE

1) Hassle factors

2) Rapidly changing health care

industry

3) Communication, both within MSD
and with various publics

4) Political action

5) MSD's revenue stream

6) Needformodernization
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the immensity and complexity of the problem,

and the frantic casting about for solutions. Only

five to ten years ago we had a very laissez-faire

health care system, with highly personalized,

individualized care, and a blank check mentality

by industry that would pay for anything the

doctor ordered. In a way we had a very privi-

leged position in our society. However, with

rapid technologic advances boosting costs, an

aging population with growing health care needs,

and the defensive medicine we practiced in

response to the malpractice climate, costs esca-

lated at a dizzying and unpredictable rate. We
might still have been able to hang on to the old

system a few years longer were it not for the

mounting pressure to care for the ten to twenty

percent of our population said to lack access to

care. Even the United States, the wealthiest

country in the world, couldn't see how to fund

that one under the old system. It became abun-

dantly clear that a different system had to be

developed.

In any chaotic situation there are always entre-

preneurs ready and waiting to take advantage of

things, like vultures hovering on the sidelines.

Insurers who were able to skim off the best health

care risks were able to come up with the cheap-

est rates, leading to the collapse of the Blues.

HMOs that could drive down costs by coercing

doctors and rationing care got the big contracts.

It was illegal under anti-trust laws for the doctors

to fight back. For-profit hospitals, with no con-

cern for the indigent or supporting training pro-

grams, forced more and more of the un-

reimbursed care on the non-profits. The Medic-

aid program with its system of reimbursing 80

percent of costs forced more and more cost

shifting, so hospitals went bankrupt, and we
have seen a feeding frenzy of hospital cannibal-

ism as the whole system collapsed. If we are to

stop or at least control this hemorrhage of health

care assets into Wall Street, we the medical

profession need to reassume leadership and

control.

Physician control, however, in and of itself, will

not solve the problems. The M.D./D.O. degree

does not necessarily confer idealism and altru-

ism. Doctors are people and when in positions of

power can react in the same ways, good and

bad, that other people do. The conscience of

doctors lies in other doctors, and here we get

into an element of risk. Medical societies in the

past have been accused of being self-serving,

reactionary and protective of doctors' interests

as opposed to patients' interests. It never was as

rampant as some people think, but I have seen

some of that, and that sort of defensive posture

would only make the present situation worse. We
need to police each other and to conscientiously

practice the best and most economical health

care possible. Lack of understanding and com-

plexity is wasteful. Patient care must be made
standardized with protocols and computers but

with room for individual variation. Patients who
abuse the system need to be controlled, and

consultations to get the best decisions need to

flow smoothly with prompt reporting, and the

ultimate care provided at the least expensive

level. This can only be worked out by people with

good medical knowledge — i.e. physicians. But

where are we going to recruit and train this cadre

of leadership physicians? In the past it has been

done through county medical societies. In the

future, in Delaware, it may be done by autono-

mous multi-specialty networks, organized under

the aegis of the MSD. Such networks can do risk

contracting and clinical integration. Maybe we

need both approaches to find the doctors we

shall need to run the health care systems of the

future.

COMMUNICATION. Competition is fierce for

the time and attention of the physician commu-
nity, and we of the MSD are for the most part

amateurs. We are out-manned and out-gunned

in a field of professional advertisers and media

experts as we try to get our messages across to

our members. We have a Journal, a Newsletter,

and a plethora of mailings, usually for some

meeting or other. Most of this material, if read at
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all, is barely scanned. Our communication with

the public, and their perception of the MSD and

of doctors in general is not good. Only a very few

physicians know any of the news media on a first

name basis. Our communication with the Legis-

lature is a little better, largely because we hire a

Legislative Specialist (Phil Corrozzi) to attend to

that. Our relationships with most other health

care professionals is for the most part non-

existent and at times even hostile, and the same

can be said for our communication with attor-

neys. The Planning Group proposed that we

develop a Media Book and also a weekly Fax

Bulletin of Society news and activities

There are a number of other things which could

be done:

1 )
Typically there are two people who can get a

physician's attention, the spouse and the

secretary/ nurse/ office manager. Important

information that must get through can be

directed to them.

2) In years past, the Alliance (formerly called

the Auxiliary) has at times been extremely

effective in getting our message across to

Legislators.

3) A high proportion of members are on at least

one committee. Important information,

printed on a half sheet of bright colored

paper, could be included with all meeting

notices each month.

4) There could be a standing Communication

Committee whose responsibility it would be

to have an on-going relationship with media

representatives. The Chair of that committee

each year should be the immediate Past

President, a person who should be familiar

with the policies, philosophies and opera-

tion of the MSD. The Committee could hold

a luncheon meeting once a month with me-

dia representatives invited. There could be a

prepared news release each time, and the

Committee could be authorized to speak for

the MSD. Servicing of this Committee could

be assigned to one staff member.

POLITICAL ACTION is one of the most important

activities a medical society can be involved in,

yet it is an area largely ignored by the bulk of our

membership. It is time we got serious and recog-

nized this as an important responsibility before

we lose everything on one neglected bill. We hire

an excellent Legislative Specialist, yet for the

most part he has to work alone. We have a Public

Laws/Legislative Action Committee which works

well in evaluating proposed legislation, but its

work should be broadened and a way should be

found to give meaningful roles to all 20 mem-
bers. This might be achieved by having a co-

chair or two committees with different roles.

Thought should be given to using this as a base

for the rapid dissemination of important infor-

mation, such as an impending vote on a crucial

bill. If each of the 20 members phoned four

colleagues, and each of those phoned four

more, we would reach over 400 members. If

carried one step further we could reach the entire

membership, yet nobody would have to phone

more than four people, a trivial number com-

pared to the number of calls most of our mem-
bers make every day. Such a network would have

to be organized ahead of time (a job for the

Communications Committee), with names and

numbers for everyone to call. Additional infor-

mation would have to be provided for everyone,

such as the name and phone number of their

State Representative and Senator, who could

then be contacted by the membership. All are

accessible by phone or mail, and as one ex-

plained to me years ago, five letters will turn any

legislator around 180 degrees on any bill.

We arrange to have one physician in attendance

in Legislative Hall every day the Legislature is in

session. We should have two or three. However

there is no training or assignment for this person.

Most of our members do not know any legisla-

tors personally, not even those representing them.

They could at least be asked to call on their own
Senator and Representative while in Dover. If

they wore white coats it would increase their

visibility.
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Many organizations (including nurses, chiro-

practors, optometrists, etc.) send huge delega-

tions to Legislative Hall when there is a crucial

vote pending. It is amazingly effective in demon-

strating concern and unanimity. Medical groups

in other states have tried this with good results.

If we sent 40 or more doctors to Legislative Hall

at the time of critical votes, we could persuade

not only the Legislature but also the public that

we are serious. Of course, the occasion and the

issue would have to be carefully selected as one

fighting for the public good and not just some

selfish motivation.

Funding of contributions for specific candidates

is done through DELPAC. The number of our

members who contribute to this fund is small,

which could be for any of several reasons. Some
of our members want to contribute to a specific

candidate and don't want the decision made for

them by some committee. However, the commit-

tee studies the voting records of all candidates

and tries to put the money where it will do the

most good. It takes a pooled fund to get enough

money to make a difference. There is always a

risk of becoming identified with one political

party. That party then thinks it has us in its pocket,

and the other thinks nothing it does will change

our mind. As a result, both can ignore us.

Doctors as a group are already identified in the

public mind with one party, and that needs to be

overcome. In any case, by pooling our money we
can get attention. If everyone who has contrib-

uted were to get one other to contribute, we
could accomplish something.

REVENUE STREAM. The MSD is conservatively

run, frugal and efficient. There is a difference

between being parsimonious or stingy, and be-

ing economical. The latter carries the implica-

tion of using funds for the greatest effectiveness.

Most who know agree the MSD is economical,

operates on a tight budget and sticks to it. It has

funds set aside for specific purposes, invests

those funds carefully and with reasonable suc-

cess. It pays its bills promptly and meets its

obligations, all while having one of the lowest

dues structures in the nation, and those dues

have not changed in many years. In recent years,

it has been able to increase its budget and

expand member services largely because of funds

received from its insurance arm, MSDIS. This

was originally started as a service to members,

and now saves each member about $200 in dues

annually. However, that source of funds has just

about maxed out, and if the MSD is to develop

any further benefits tor its members, further

sources of money will have to be found. To most

objective observers it would seem incongruous

thatthe most prosperous profession in the United

States, most with six figure incomes and some
with multiples of that, would balk at a dues

increase that they would drop on an evenings

entertainment with never a thought. Yet that is

what happened the last time an increase was

proposed. However, this time the survival of the

profession as we know it may be more at stake.

Recent years have seen the development of a

number of new member services, most orga-

nized as separate corporations under the um-

brella of the MSD. These include the Physicians

Advocacy Program, Med-Net, The Credentialing

Connection, Delaware Foundation for Medical

Services, and Delaware Medical Education Foun-

dation. Most of these have the potential to make
a profit, but have not as yet. They cost a lot of

money to get started and still cost money. The

MSD hired an in-house attorney to guide them

through the complexities of their formation.

Moreover, keeping track of the income and

expenses is now too complex to be called book-

keeping. It takes an accountant.

The Planning Group's recommendations were

for a ten percent increase in operating revenue,

secure capitalization for any new subsidiaries,

increase membership by at least 100, increase

participation in MSDIS, work more closely with

the county societies in financial matters and

member benefits, and develop a budgetary

mechanism for all new programs.
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MODERNIZATION. As the health care world

grows more complex and we all struggle to keep

up with it, the MSD has had to grow larger and

more complex in its efforts to help. This has

required more space and facilities, and the MSD
has bought additional time and space at Dela-

ware Academy of Medicine (DAM). However,

the DAM is locked in at its present location, and

one can foresee a time when the MSD will need

a larger facility of its own, perhaps at a more

accessible location for members driving up from

Central and Southern Delaware. There is a need

for a long range stable committee or task force

to monitor, track and evaluate space needs over

time so that there can be some useful projections

for the future. If there is to be a dedicated

building some time in the future, it should be

complete, realistic and well thought out. Appro-

priate electronic equipment will have to be part

of the package.

A brief summary of agreed upon strategic objec-

tives, relative to the challenges noted, is shown
in Table 2.

As a final step in the planning process, the

Planning Group broke each of these challenges

down into bite size pieces, a series of first steps

for the coming year and a time frame in which to

accomplish them. The main problem was that we
could not commit anyone but ourselves, so each

of us wound up with more tasks to accomplish in

60 days than we could realistically do in a year.

However, we have an idea how to begin, and
there is a sense of vision and renewed commit-

ment that is exhilarating. It is possible after all if

we keep our eyes on the long range goals. We
found a common purpose in working together

and it was an exciting experience. Now let's get

to work!

Table 2.

STRATEGIC OBJECTIVES

1) Reducing the hassle factors: To establish and maintain accountability

of the health insurance industry and government to facilitate the

practice of medicine.

2) Changing the health care industry: Restore physicians to the leader-

ship role in the delivery of the continuum of health care to our patients

and the community.

3) Communications: To develop an effective, prompt, proactive and user-

friendly system of communication with physicians and the public,

government and industry.

4) Political action: Through education: to inform, motivate and involve

our members in the political process so that legislation is enacted

favorable to good medical practice.

5) Modernization: To modernize our physical plant and electronic capa-

bilities to serve the needs of the MSD.

6) MSD’s revenue streams: To plan and develop sound financial policies

to assure revenues for needed future growth.
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SCIENTIFIC ARTICLE

The Use of Pure Follicle Stimulating Hormone
During the Luteal Phase to Increase Success of Ovulation

Induction in Poor Responders: A Pilot Study

Edward A. Trott, M.D. — Soma Chakraborty, M.D. — Jeffrey B. Russell, M.D.

ABSTRACT

The use of pure follicle stimulating hormone

during the mid-to-late luteal phase to enhance

oocyte recruitment may increase the success of

ovulation induction in poor responders.

Key Words: poor responders; pure follicle stimu-

lating hormone; folliculogenesis; oocyte retrieval
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INTRODUCTION

One of the most challenging aspects of repro-

ductive endocrinology is treating those patients

who have ovulatory cycles but do not respond

well to controlled ovarian hyperstimulation for

in-vitro fertilization and embryo transfer. Patients

who respond poorly to controlled ovarian hyper-

stimulation during an in-vitro fertilization (IVF)

have a high incidence of cancelled cycles and

are poor candidates for success with Assisted

Reproductive Technology (ART). It has been shown

that patients with a peak estradiol (E^) level of

<300 pg/ml during a stimulation protocol have

fewer oocytes retrieved, high cancellation rate,

fewer embryos transferred, and a lower preg-

nancy rate.
1
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This prospective study was designed to provide

patients classified as poor responders with an

opportunity to complete an IVF cycle by stimulat-

ing them with follicle stimulating hormone during

the mid to late luteal phase of the menstrual

cycle.

MATERIALS AND METHODS

This study included 1 6 patients who had at least

one previous poor response (Ej) <400 pg/ml,

and/or <_ three follicles identified after a high

dose of human menopausal gonadotropin

therapy (six amps/day) and a cancelled cycle. All

(N = 1 6) patients had a complete evaluation

including a normal FSH level of<l6 MlU/ml by

conventional RIA
(
conversion factor to SI unit,

1 .00), and an E
2
level less than 45 pg/ml (conver-

sion factor to SI unit, 3.7), on cycle day three and

an in phase endometrial biopsy. Patients were

down regulated with a GnRH agonist 0.5mg SQ
(Lupron, TAP Pharmaceuticals) on cycle day 21

to 23 after the identification of a luteal phase

progesterone level (> 5 ng/ml).2

One or two ampules of pure follicle stimulating

hormone (pFSH) (Metrodin, Serono Laborato-

ries, Inc., Randolph, MA), containing 75 IU of

human urinary FSH and <1 IU of luteinizing

hormone LH in each ampule, was administered

on cycle day 23, 25, 27, depending on the

previous E
2
response. Patients with a peak ^ <

200 pg/ml were started on two ampules a day

and those with an ^ between >200 to <400 pg/

ml on one ampule/day of human menopausal

gonadotropin (hMG) (Pergonal, Serono Labora-

tories, Inc.), containing 75 IU of FSH and 75 IU

of LH in each ampule, initiated on cycle day

three. E
2
and P

4
levels were monitored by stan-

dard RIA techniques. Oocyte aspiration and

retrieval was performed according to standard

protocols ,

3 Ovarian stimulation regimens were

cancelled when any of the following factors, or

combination of factors, occurred: Ej decreased

during three successive days, there was no in-

crease of E
2
over 100 pg/ml after ten days of

stimulation, there was a sharp decline (30 per-

cent) in E
2

levels after a slow increase during

several days, no follicle was >1.5 cm by ultra-

sound, or there was a rapid fall (>50 percent) in

E
2
levels after hCG injection.

RESULTS

Sixteen charts were reviewed. All the patients had

at least one previous poor response. They were

stimulated with pFSH during the luteal phase of

the menstrual cycle. The patients' ages ranged

from 31 to 44 years (mean 37.5 years). En-

dometriosis was the primary cause of infertility in

43.75 percent, 12.50 percent had tubal factor;

and unexplained infertility represented 18.75

percent of the study group. Male factor infertility

was present in 25.00 percent. FSH levels ranged

from 5.6 to 13.9 MlU/ml and levels ranged

from 12 pg/ml to 42pg/ml on cycle day three.

Four cycles (25 percent) were cancelled again.

One of the four patients was cancelled due to a

rapid response (cycle Day 5: ^ 542 pg/ml, two

follicles 2.4 cm, 1.8 cm), while the remaining

three patients had no response at all. Twelve

cycles (75 percent) went to oocyte retrieval.

All 1 6 patients in the study group had previously

failed controlled ovarian hyperstimulation. They

had Estradiol levels between 1 55 to 1 222 pg/ml.

The mean number of ampules per patient was 56

(range 42-79). Seventy oocytes were retrieved

(5.8 oocytes/patient), and 56 metaphase II oo-

cytes were fertilized resulting in 30 embryos

available for transfer. Two pregnancies (16.6

percent) were established out of the twelve oo-

cyte retrievals.

DISCUSSION

Patients who have ovulatory cycles and are poor

responders (PR) to controlled ovarian hyper-

stimulation have a poor prognosis for successful

outcome of IVF. The patient's chances of getting

to retrieval by stimulation with pFSH improve in

the mid-to-late luteal phase. It has been shown

that the aromatase systems in the granulosa cells
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from the mid-to-late luteal phase are signifi-

cantly more responsive to FSH than that in cells

from late follicular or early luteal phase follicles.
4

pFSH was administered on menstrual cycle day

23
,
25

,
and 27 depending on the previous ^

response in orderto simulate pulsatile FSH levels

in the plasma. While the mechanism underlying

the beneficial effect of mid-to-late luteal pFSH is

unclear, we speculate that pFSH treatment dur-

ing the mid-to-late luteal phase enhances folli-

cular development.

These results provide preliminary evidence sup-

porting the utility of adding mid-to-late luteal

phase pFSH to standard IVF protocols in orderto

enhance folliculogenesis and increase the ovu-

latory response in this select group of patients.

The pregnancy rate per oocyte retrieval although

low, does provide some couples with the oppor-

tunity to successfully complete an IVF cycle.
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COMMENTARY

Medical Practice Evaluation:

Adding a Physician Assistant

Linda Jean Sekhon, PA-C

Reprinted with permission from the September 15, 1997

issue of the AAPA News

With the advent of health maintenance organiza-

tions, ambulatory health care centers, and other

nontraditional forms of medical practice, there is

more incentive for health care administrators

and private practice physicians to provide more

cost-effective services without compromising

quality of health care. This situation has placed

PAs in a unique position - we can now identify a

market within our own communities.

I recently faced the challenge of marketing my-

self to a group of primary care physicians in an

overburdened practice. The practice was pro-

viding comprehensive prepaid medical care to

an expanding patient population, and was ana-

lyzing cost-effective ways of providing this service

while maintaining patient satisfaction and quality

Linda Jean Sekhon is clinical coordinatorin the Physician Assis-

tant Studies Department atChatham College, Pittsburgh, Penn-

sylvania.

of care. We agreed to establish goals and, at the

end of the year, to evaluate the extent to which

these goals had been met. The following are

questions that we formulated to determine whether

our goals had been met:

1 . Has the addition of the PA to this practice

proven cost-effective?

2. Have the patients been willing to see the

PA?

3. Have patients been satisfied with the care

they have received from the PA?

4. Has the addition of PAs enabled the prac-

tice to expand services by accommodating

a larger patient load?

5. Have the physicians been able to spend

more time on complex patient problems?
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The 1 4-year-old practice consisted of three board-

certified doctors of osteopathic medicine and

two certified PAs. The two PAs joined the practice

under a job-sharing agreement, between them

working 25 hours a week at $22 per hour. They

did not receive benefits, paid vacation, or paid

sick time. The time spent seeing patients in the

office was calculated at 0.625 FTEs (full-time

equivalents).

FINANCIAL PRODUCTIVITY

Financial productivity was measured by docu-

menting the number of hours worked and num-

ber of patients seen over the final six months of

the period of the study. The two PAs worked 59

1

hours during this period and received a total

compensation of $1 3,002. The total number of

patients seen was 1 ,442, or 2.4 per hour. Using

this information, the allocated salary per visit can

be calculated as $9.02 for the PA providers.

During this same six-month period, all charges

generated by PAs were entered into a computer-

ized medical record for later retrieval and analy-

sis. The total charges generated by PAs were

$57,01 2, for an average of $4.45 per dollar of

PA salary.

PATIENT ACCEPTANCE

Patient acceptance was examined by recording,

over a two-week time period, patient refusal to

be seen by a PA at the time appointments were

made. Two patients out of 1 70 (1 .1 7 percent)

preferred to see the physician. In both cases, the

patients were already established patients of the

physician.

A survey was conducted to determine patient

satisfaction with the PA providers. Every fifth

patient was asked to rate various aspects of the

visit on the following scale: 5 = outstanding,

4 = above average, 3 = average, 2 = below aver-

age, 1 ^unacceptable. Feedback was also so-

licited on waiting time and on patient willingness

to see a PA again. The survey yielded the

following responses:

Technical Skills:

90 percent - Outstanding

1 0 percent - Above average

Quality of care:

90 percent - Outstanding

1 0 percent - Above average

Overall visit:

85 percent - Outstanding

15 percent - Above average

Wait:

65 percent - No wait

35 percent - Acceptable

See PA again?:

60 percent - All future visits

40 percent - Some routine visits

PATIENT ACCESSIBILITY

Records for the six-month period prior to hiring

the PAs were compared with records from the six-

month study period. The same months were

compared to control for factors such as vaca-

tions, holidays, and weather. The total number

of patients seen by all providers at the practice

during the study period was 7,943 — 997 more

than the 6,946 seen in the period before the PAs

were hired.

WORKLOAD REDISTRIBUTION

Types of patients seen by the physicians during a

two-week period prior to the addition of the PAs

to the practice were compared with the types of

patients seen during a two-week period after the

PAs joined the practice. Before the addition of

the PAs, the physicians saw an equal number of

chronic (50 percent) and acute (50 percent)

problems. After the PAs joined, this balance
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shifted — the physicians now saw 62 percent

chronic problems and 38 percent acute prob-

lems. During this time, the PAs saw 77 percent

acute problems and 23 percent chronic. The

impact of this shift was also seen clearly in the

number of patients the physicians saw before

(3.3 patients/hour) and after (2.7 patients/hour)

the addition of PAs.

Further comparison of the types of patients seen

after the addition of the PAs to the practice

revealed that new patients to the practice were

distributed as follows: 67 percent to the physi-

cians and 33 percent to the PAs. In addition,

during this two-week study period, 100 percent

of routine physicals were done by the PAs.

During this two-week period, physicians were

able to decisively increase the number of office

procedures they performed: they spent 0.3 per-

cent of their time on office procedures before the

PAs came, and 1 .5 percent after. Clearly, the

physicians were able to spend more time on

complex patient problems.

These data suggest that all questions have been

answered satisfactorily and that the addition of

the PAs to the practice was beneficial in several

ways. To better support the hypothesis, a larger

sample size would need to be reviewed and

several variables adjusted. These results, though,

offer a general direction for future study and

illustrate the value of adding PAs to a medical

practice.

NEWARK OFFICE SPACE
TO SHARE

• Just off 1-95

• Charming Newark location

• Convenient to Christiana and Union

Hospitals

• Parking

• 4 Exam rooms

• Private Consulting room
• Fax, Copier, Phone system

• MCR/BC computer link

Ideal SATELLITE OFFICE available

due to retirement of associate.

Available Immediately.

Call: 302-368-2563 Fax: 302-368-3445

Saturday, June 27, 1 998

18th ANNUAL

Advances in

Gastroenterology
Course

Trump Plaza/World's Fair • Atlantic City, New Jersey

Course Director:

Anthony J. DiMarino, Jr., MD
For more information, please call

(
609

)
848-1000

Registration Department

Thomas
Jefferson

University

Jefferson

Medical

College

Jefferson Medical College of Thomas Jefferson University, as a member

of the Consortium for Academic Continuing Medical Education, is accred-

ited by the Accreditation Council for Continuing Medical Education to

sponsor continuing education for physicians. As usual, CME credits will

be offered.
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• Direct, weather protected access to Christiana

Care SurgiCenter, Imaging Center and
Christiana Hospital

• Tenant controlled, multi-zone heating,

ventilating and air conditioning systems

for maximum comfort and air quality

• An installedfiber optic telecommunications

system that provides voice, data retrieval and
technically advanced imaging capabilities

essentialfor today’s medical specialist

• Office suites availablefrom 850 squarefeet up

ChristianaCvre
A Development of CB
Health Services 302-652-4400



EDITORIAL

Yet Another Suggestion to Improve Quality of Care

Peter V. Rocca, M.D.

This issue of the Delaware Medical Journal con-

tains an article entitled Medical Practice Evalua-

tion: Adding a Physician Assistant The author,

a physician assistant (PA) herself, uses an anec-

dote from her own employment history to serve

as the platform for her premise, viz. that the

addition of a PA to a medical practice will

enhance the "cost-effective services without com-

promising quality of health care." While this may
be interesting reading, I am not certain it consti-

tutes good science. The impetus for the need for

more "cost-effective services," by the way, is the

"advent of health maintenance organizations,

ambulatory health care centers, and other non-

traditional forms of medical practice." I guess

Peter V. Rocca, M.D., is Associate Editor of the Delaware

Medical Journal and practices Rheumatology in Wilmington,

Delaware.

this means that without these bastions of health

advocacy, physicians would still be dawdling

and stumbling along in a confused haze of

inappropriate health care delivery.

The author's employers were, and most probably

still are, a group of "primary care physicians in an

overburdened practice." Why they were overbur-

dened is not certain. Ideally, these were good
doctors whose reputation outstripped the num-

ber of hours in a day. The question therefore

naturally follows: why not hire another good
doctor instead of a PA? Perhaps they were in an

area of the country that could not attract an

adequate number of physicians? Sadly, this is

not the case as the author's employers are

practicing in Pittsburgh, Pennsylvania and not

Ottumwa, Iowa. What then was the motivation

for hiring PAs? Could it be that the physician-
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employers saw a vehicle by which profit could be

increased? The author readily tells the reader the

PA salary of $22 per hour. She then adds that this

particular group was essentially paid $4.45 per

dollar of PA salary. In other words, this group

received a return on its investmentof 345 percent.

Thus far, the author has proven the lucrativeness

of hiring PAs. She has proven the first half of the

contemporary medical need: cost-effectiveness.

What about the quality of care side of the equa-

tion? A survey of patient satisfaction is included

in the article in which the response to the PA

presence in the office is overwhelmingly positive.

If one analyzes the questions posed to the pa-

tients, however, serious doubts about the validity

of the survey arise. The patients were asked

about the PA's "technical skills" and "quality of

care." While certainly a patient can comment on

the compassion and communication skills of a

health-care provider, it is doubtful that most

patients have the expertise to adequately assess

the provider's technical skills.

I am not certain the author has proven her

premise. She has proven that in her own expe-

rience, her employers were probably able to

increase their take-home pay by adding PAs to

the practice. She has proven that overall, the

patients were pleased to see PAs. Whether the

quality of care patients would receive from PAs

vis-a-vis physicians would be maintained or

even improved upon is not something that can

be gleamed from reading this particular article.

AMERICAN ACADEMY OF DERMATOLOGY
For more information, call 1-888-462-DERjyi or visit www.aad.org
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Safe Passage Questioned
Medical Care and Safety for the Polar Tourist

John M. Levinson, M.D. — Errol Ger, M.D.

Cornell Medical Press, Centreville, MD - 1998

178 pages

David Platt, M.D.

This well written and beautifully illustrated by

photographs book has as its editors our Medical

Society of Delaware's own Jack Levinson and

Errol Ger. Among the twenty-nine other con-

tributors are Davis Durham, Lennart Fagraeus,

Ruth Ann Ger (medical social worker wife of Errol

Ger), and Theodore Strange, all experienced in

polar travel. Dr. Levinson for many years has

been a member of The Explorers Club, and

founderin 1965, and President since then, of Aid

To International Medicine, an organization dedi-

cated to getting medical know-how and supplies

to physicians in third world countries. Dr. Ger is

a polar traveller and ship's physician who has

had a wealth of experience with medical prob-

lems in the frigid zones.

David Platt, M.D., is a member of the Medical Society ofDela-

ware and is a contributing author to the Delaware Medical Jour-

nal.

The book begins with a history of polar explora-

tion and tourism beginning in 1819. It describes

the awesome beauty of the icy landscapes at

both the north and south polar regions, the

indigenous flora and fauna, the people sparsely

inhabiting these areas, and their odd customs,

including, formerly, cannibalism.

Antarctica is the fifth largest continent, compris-

ing one tenth of the earth's surface. Ninety-eight

percent of it is perpetually covered by ice and

snow. If the threatened global warming occurs,

its melted ice would raise the world's sea level by

several hundred feet.

The narrative, participated in by many of the

contributors, goes on with the story of medical

care in the polar regions from 1819 to the

present, the story of fighting scurvy, vermin, cold,
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frostbites, snow-blindness, lead poisoning from

faulty soldering of tin cans used for food storage,

of starvation because of depleted supplies, of

fractures, hopeless malaise, and, sometimes,

suicide.

With the recent explosion of the number of polar

tourists to about 100,000 a year, came the

realization to the editors that something must be

done to improve the quality of medical care

available aboard ship, at the base camps, on the

evacuation helicopters, and on the little Zodiac

boats used daily to ferry passengers ashore. Until

recently the medical care, what there was of it,

was organized by the tour operators. It consisted

of a medical supply box with illogically selected

l
items, and a volunteer physician who was paid

,
by free passage of himself and a companion. The

only requirement for this post was that the "ship's

physician" have a medical degree, with no con-

sideration of whether he had any background or

training in emergency care or the problems of

the arctic. Nor was there any concern for the

quality of medical care available at the camp
bases.

To study all these problems and craft remedies

for them, our editors joined with other polar

experts to organize a Conference on The Medi-

cal Aspects of Polar Tourism, which was held at

The Scott Polar Research Institute in Cambridge,
United Kingdom, forthree days in October 1 995.

The presentations there by the assembled world

experts in polar travel comprise many of the

chapters of this book. Their recommendations

for the safety and rational care of both passen-

gers and crew are going far toward making polar

travel as easy and safe as that of Mediterranean

cruises.

This book is a real treat. It is throughout interest-

ing reading, and it is often fascinating. It entices

the reader to want to consider a polar trip.

If your child coughs a lot, is often short of breath, or wheezes, especially at night or after running,

she could be telling you she has asthma. And if left untreated, asthma can be life threatening.

So if you notice these symptoms, ease your mind and her troubles. See a doctor.

Breathe easier. Ask your doctor if it's asthma.
National Asthma Education Program

National Heart, Lung, and Blood Institute; National Institutes of Health;

Public Health Service; U.S. Department of Health and Human Services

^
AMERICAN LUNG ASSOCIATION®
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IN BRIEF

NEW MEMBERS - KENT COUNTY

Susan S. Kim, M.D. - Dover

Pediatrics

Judith A. Rippert, D.O. - Dover

Cardiovascular Diseases, Internal Medicine

Robert A. Scacheri, M.D. - Dover

Obstetrics and Gynecology

Kevin P. Sheahan, M.D. - Dover

Pediatrics

Frederick P. Van Dusen, D.O. - Frederica

Family Practice

Thomas E. Vaughan, M.D. - Dover

Diagnostic Radiology

NEW MEMBERS - NEW CASTLE COUNTY

Aguida C. Atkinson, M.D. - Wilmington

Pediatrics

Jeanne M. Baffa, M.D. - Wilmington

Pediatric Cardiology, Pediatrics

Kathleen A. Butler, M.D. - Newark

Family Practice

Katrina Conard, M.D. - Wilmington

Pediatric Pathology, Anatomic & Clinical Pathology

Laurie P. Cooke, M.D. - Wilmington

Pediatrics

Leyla Daneshdoost, M.D. - Newark

Endocrinology, Internal Medicine

Deborah A. Davis, M.D. - Wilmington

Pediatric Anesthesiology

Allan DeJong, M.D. - Wilmington

Pediatrics

Ellen S. Deutsch, M.D. - Wilmington

Pediatric Otolaryngology

Ellen Feingold, M.D. - Wilmington

Pediatrics

Wayne H. Franklin, M.D. - Wilmington

Pediatric Cardiology, Pediatrics

Leslie E.. Grissom, M.D. - Wilmington

Pediatric Radiology, Diagnostic Radiology

Louis H. Guernsey, Jr., M.D. - Wilmington

Pediatric Pulmonology, Pediatrics

Bernard Harris, M.D. - Wilmington

Anesthesiology

Sandra G. Hassink, M.D. - Wilmington

Pediatrics

Galicano F. Inguito, M.D. - Wilmington

Family Practice

Denise Kalman, D.O. - Wilmington

Allergy/Clinical Immunology

Harry J. Lessig, M.D. - Newark

Nuclear Medicine

Richard D. Mainwaring, M.D. - Wilmington

Cardiothoracic Surgery, General Surgery

Francis M. McCaffrey, M.D. - Wilmington

Pediatric Cardiology, Pediatrics

Michelle A. Miller, M.D. - Wilmington

Pediatrics

Wadia R. Mulla, M.D. - Newark

Maternal & Fetal Medicine, Obstetrics-Oynecology

William I. Norwood, M.D. - Wilmington

Thoracic Surgery, General Surgery

Hugh D. O'Donnell, M.D. - Wilmington

Pediatric Neurosurgery
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David A. Paul, M.D. - Newark

Neonatal & Perinatal Medicine, Pediatrics

Nancy F. Petit, M.D. - Wilmington

Obstetrics and Gynecology

Jose S. Picazo, M.D. - Newark

Obstetrics and Gynecology

Lawrence Pradell, M.D. - Bear

Pediatrics

Russell C. Raphaely, M.D. - Wilmington

Anesthesiology

Frank B. Sarlo, M.D. - Wilmington

Physical Medicine & Rehabilitation, Electrolmyography

Helena M. Schroyer, M.D. - Wilmington

Family Practice

Anthony C. Sciscione, D.O. - Newark

Maternal & Fetal Medicine, ObstetricsTBynecoiogy

Steven M. Selbst, M.D. - Wilmington

Pediatric Emergency Medicine, Pediatrics

Richard I. Silver, M.D. - Wilmington

Pediatric Urology

Michael E. Trigg, M.D. - Wilmington

Pediatrics

Chitra Vaidyanathan, M.D. - Wilmington

Pediatrics

Prakash Vaidyanathan, M.D. - Middletown

General Surgery

Stanley R. Wiercinski, D.O. - Wilmington

Obstetrics and Gynecology

Lisa B. Zaoutis, M.D. - Wilmington

Emergency Medicine

NEW MEMBERS - SUSSEX COUNTY

Gina K. Alderson, M.D. - Seaford

Neurology

John A. Appiott, D.O. - Federalsburg, MD
Family Practice

Steven H. Berkowitz, D.O. - Millsboro

Anesthesiology

Linda A. Choy, M.D. - Georgetown

Internal Medicine

David J. Cloney, M.D. - Lewes

Vascular Surgery

Bruce M. Dopier, M.D. - Seaford

Neurology

Edmund J. Forte, M.D. - Seaford

Ophthalmology

Maribel Garcia-Zaragoza - Milton

Internal Medicine

Marita E. Lind, M.D. - Seaford

Pediatrics

Thomas E. Lind, M.D. - Seaford

Pediatrics

Francisco J. Rodriguez, M.D. - Seaford

General Surgery

Eric T. Schwartz, M.D - Seaford

Orthopaedic Surgery

Curtis A. Smith, D.O. - Laurel

Family Practice

James E. Spellman, M.D. - Lewes

Surgical Oncology, General Surgery

Jeanette M. S. Zaimes, M.D. - Seaford

Psychiatry
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1998 STRATEGIC PLAN

Medical Society of Delaware
1998 Strategic Plan

March 6-7, 1998
Rehoboth Beach, Delaware

INTRODUCTION

This document provides the key outputs of the

Medical Society of Delaware’s first annual strate-

gic planning meeting held in Rehoboth Beach, Dela-

ware, March 6-7,1 998. The meeting was attended

by a number of physicians who had come together

to form an ad hoc planning team for the Society.

They were supported by members of MSD’s staff

and the meeting was facilitated by a consultant who
specializes in strategic management and organi-

zational growth. Those attending the meeting in-

cluded:

AD HOC Committee

Martin G. Begley,

Michael A. Alexander, M.D.

Michael J. Bradley, D.O.

Thomas P. Barnett, M.D.

Curt Blacklock, D.O.

Linda A. Choy, M.D.

Robert Dressier, M.D.

William H. Duncan, M.D.

Stephen S. Grubbs, M.D.

Paul E. Howard, M.D.

Michael S. Katz, M.D.

Garth A. Koniver, M.D.

E. Wayne Martz, M.D.

M.D., Chairman

Paul W. Montigney, M.D.

Stephen R. Permut, M.D.

Edward F. Quinn III, M.D.

Leo W. Raisis, M.D.

Judy Rippert, M.D.

Joseph F. Rubacky, D.O.

M. Eileen Schmidt, M.D.

Richard H. Sherman, M.

Charles M. Smith, M.D.

Janice E. Tildon-Burton, M.D.

Leslie W. Whitney, M.D.

MSD Staff

Beverly Dieffenbach • Mary LaJudice • Mark Meister • James Wilton

Facilitator

Skip Lange, The Touchstone Partnership, Ltd.

The Purpose of the Meeting

The purpose of the planning meeting was to clarify

the Medical Society of Delaware’s core ideology -

its core purpose and values and to create a strate-

gic action plan for MSD for 1998. The comprehen-

sive strategic plan will provide focus and direction

for the Society, enabling it to be proactively respon-

sive to the needs of its members. In today’s cha-

otic health care environment, it is important for MSD
to be able to focus its limited resources on the criti-

cal needs of its members and to be flexible enough

to change course as circumstances and needs

change.

This document provides a record of the key per-

spectives, thoughts and outputs of the members of

the ad hoc planning team and has been edited to

improve the “readability” of the meeting’s outputs.
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MSD’S CORE IDEOLOGY

Introduction

The ad hoc planning committee began the plan-

ning session by articulating MSD’s core ideology -

its core purpose and values. The committee then

determined who were its primary stockholders and

prioritized them.

Our Core Purpose

An organization’s core purpose statement articu-

lates its reason for being, why it exists, and serves

as a perpetual guiding star on the horizon. It is

consistent through time and does not change; is

unaffected by changing circumstances, changes in

leadership, management trends or fads and tech-

nological breakthroughs. For volunteer organiza-

tions, a clear core purpose statement is especially

important as there is constant change in the volun-

teer leadership and the core purpose will help to

keep the organization grounded and focused.

The core purpose of the Medical Society of Dela-

ware is:

To guide, serve and support Delaware

physicians, promoting the practice and

profession of medicine to enhance the

health of our communities.

MSD’s Core Values

The second component of a core ideology are the

core values that shape and guide how people do

their work and behave while doing it. An
organization’s core values state its essential and

enduring beliefs and are not to be compromised

for financial gain or short-term expediency. They

will help bring out the energies and talents of the

organization’s people and provide a framework for

how people are to perform and behave. The plan-

ning team articulated the following as MSD’s core

values.

• Honestyand integrity: treating each other

in an ethical, trustworthy and sincere man-
ner that reflect the highest personal and
professional standards.

• Professionalism: committed to the

tenets of the Hippocratic oath in serving

our patients, peers and profession.

• Effective: able to determine what is

important and to get that done; not only

doing things right but doing the right

things.

• Responsive: proactively responding to

the needs of our members, profession

and communities.

• Competent: capable and qualified to

serve our members and the profession;

remaining current with industry trends

and member needs.

Our Stakeholders

Next, the planners determined who were MSD’s
stakeholders - those individuals or groups who have

an interest in or are affected by what MSD does.

They then prioritized MSD’s stakeholders so that if

a decision were required, it is clear whose interests

are most important.

#1 Our members.
#2 Patients.

#3 Nonmember physicians.

#4 The community at large.

• Employers/businesses.

• Insurance companies.
• Payers.

• Government.
• Vendors/suppliers to the medical field.

• Members’ families.

• Other health care organizations or providers.

• MSD staff.

• Paraprofessionals/empioyees.

Del Med Jrl, May 1998, Vol 70 No 5264



1998 Strategic Plan

MSD TODAY

Introduction

The planning team discussed MSD as it exists to-

day including its strengths and weaknesses, identi-

fying MSD’s primary strengths to build on and its

primary weaknesses that need to be overcome.

Current Status of MSD

The following words and phrases were used to de-

scribe the Medical Society of Delaware as it exists

today.

• Tolerant and mature: able to deal with others

in a manner that is meaningful and profes-

sional.

• Has influence and has been influential.

• Very community involved.

• Challenged.

• Effective staff.

• Financially sound.

• Misunderstood.

• A history of advocacy in legislation and

insurance corners.

• Efficient.

• Provider of education.

• Dynamic and evolving.

• Open-minded.
• Representative of the physician population.

• Relatively apolitical.

• Geographically advantaged.
• Effective in doing what it does.

• Respectful.

• Collegial.

• Congenial.

Our Strengths

The ad hoc planning team identified the following

as MSD’s current strengths. MSD’s primary

strengths were determined to serve as cornerstone

to build upon for the future.

• Percent of physicians who are members.
• The size of Delaware.

• Ability to respond.

• A legacy of leadership.

• Strong financial resources.

• Unified membership with AMA.
• Courage to try innovative programs.
• Our staff.

• Affordable dues.

• Potential power: strength in numbers.
• Diversity.

• Legislative contacts.

• Contacts and relationships with other members of

the community.
• The ability to communicate with the society and its

ability to communicate with us.

• Responsive programs.
• Commitment of physician leadership.

• Good will towards each other.

• The Alliance.

• Our CME programs.

• Our Journal.

• Customer-oriented.

• Website.

• Our integrity.

MSD’s Primary Strengths

• Our staff.

• Potential power: strength in numbers.

Our Weaknesses

The following were identified as MSD’s weaknesses
at the present time. MSD’s primary weaknesses
were identified so that they could be addresses to

ensure the Society’s ongoing growth and success.

• The burden carried by so few people.

• Effective communications to our members and

the public.

• Limits of financial reserves.

• Low dues structure.

• Lack of ability to respond in a timely and proactive

manner to insurance companies.
• Unified membership.
• Ability to deal with other health professionals.

• Poor commitment by members to political action.

• Interspecialty rivalries.

• Unsure of our future goals and role and how to

maintain our relevance.

• Ineffective lobbying.

• Lobbying philosophy.

• Few understand legislation and lobbying needs.

Our Primary Weaknesses

• The burden carried by so few people.

• Effective communications to our members and

the public.

• Unsure of our future goals and role and how to

maintain our relevance.
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1998 STRATEGIC PLANNING

Introduction

The planners began their planning for 1998 by de-

termining what are the primary challenges confront-

ing the Society. They then determined the current

status of these challenges, developed strategic

objectives to address them over the next three years

and finally created an action plan for 1 998 with spe-

cific goals and supporting action steps.

Primary Challenges 1998 - 2000

A structured brainstorming technique called mind-

mapping was used to identify all of the challenges

confronting MSD and its members over the next

three years. A multivoting process was used to

then prioritize these challenges which are listed in

their order of priority.

• The changing health care industry.

• Regulations.

• Communications.
• Political action.

• Hassle-factors.

• MSD’s Revenue stream.

• Modernization.

Current Situation

The current situation for each of the primary chal-

lenges was assessed by smaller groups who chose

what challenge they wanted to address. Although

“Regulations” was identified as a primary challenge,

it was addressed by the Political Action and “Hassle”

groups.

The Changing Health Care Industry

• Insurance driven.

• Market driven.

• Lack of data; loss of control.

• Complicated, confusing, frustrating, wasteful.

• Profit driven.

• Access/uninsured.

• Best health care/quality/expensive.

• Technology driven.

• Integration of care/practices.

• Utilization managed.
• Managed cost vs. care

• Rationed care.

Communications

• Few physicians aware of MSD activities.

• We don’t know how best to get their attention

• Poor communication with Public.

• Misinformation in Press.

• MSD reactive: not proactive.

• No sustained cultivation of media relation-

ships.

• Strengths: Journal, Newsletter, FAX, Website
(e-mail), Physician Author Articles in Media.

Political Action

• Poor funding.

• Poor participation.

• Poor focus.

• Inadequate network of communication.
• Primarily reactive.

• Political involvement seen as below our

status.

• Poor organization of MD’s.
• Poor marketing/advertising.

Modernization

• Primitive computer network.

• Broadcast fax limitations.

• Evolving Website.
• Publishing capabilities.

• Office/meeting limitations.

• Under-used electronic communications.
• Pre-civil war building.

Hassle Factors

• Denials.

• Referrals.

• Utilization - inpatient.

• Reimbursement (non/late payments).
• Contracts.

• Honest capitation lists.

• Financial risks without reward.

• Managed Care Med Directors.

• Inadequacy of information systems.

• Excessive documentation requirements.

MSD’s Revenue Stream

• Revenues: 40 - 50 percent: Dues
25 - 30 percent: MSDIS
20 - 30 percent: Other services

• MSDIS near maximum annual contribution.

• Competition for physician dues contributions.
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• Other dues from members.
• AMA Unification.

• County Societies.

• MSD dues in bottom 10 percent of U.S.

• Subsidiary development consuming needs

reserves - limit.

• Capitalization need for new subsidiary

program development.

• Staff development.

• Equipment/technology/modernization.

• Physical plant (i.e., build?).

• MSD program development.

MSD’s Strategic Objectives: 1998 - 2000

Each of the planning groups developed a strategic

objective to address their challenge over the next

three years. A strategic objective is a broad state-

ment that articulates a strategic priority that the or-

ganization has chosen to focus upon.

Changing Health Care Industry

Restore physicians to the leadership role in the

delivery of the continuum of health care to our

patients and the community.

Communications
To develop an effective, prompt, proactive and
user-friendly system ofcommunication with phy-

sicians and the public, government and indus-

try.

Political Action

Through education: to inform, motivate and in-

volve our members in the political process so

that legislation is enacted favorable to good
medical practice.

Modernization

To modernize our physical plant and electronic

capabilities to serve the needs of the MSD.

Reducing the Hassle Factors

To establish and maintain accountability of the

health insurance industry and government to fa-

cilitate the practice of medicine.

MSD’s Revenue Streams
To plan and develop sound financial policies to

assure revenues for needed future growth.

1998 Goals

The planning subgroups next developed specific

goals for 1998.

Changing Health Care Industry

1. To assist physicians in Delaware communi-
ties in forming autonomous, local, multi-spe-

cialty networks as the vehicle to restore lead-

ership through the mechanism ofrisk contract-

ing and clinical integration and to obtain at

least one contract per network by 12/31/98.

Communications
2. Develop Media Book by 6/30/98.

3. Initiate weekly FAX bulletin ofMSDNews
and activities by 4/30/98.

Political Action

4. To increase to 200 members in DELPAC by
12/31/98.

5. To set up by July 31, 1998, a network that

communicates to all Delaware physicians by

fax, e-mail, hospital mail systems to send
alerts, synopses of health related bills with

feedback.

Modernization

6. To have 100% ofMSD publications and com-
munications accessible through electronic

data transmission, starting with broadcast fax

by 12/30/98.

7. Establish a committee by 6/30/98 whose func-

tion will be to assess options with regard to

the physical plant.

Hassle Factors

8. Develop and expand consultative contract

services, to include timely consultation with

individual physician practices by 9/1/98.

9. To secure one piece oflegislation that reduces

the hassle of the practice of medicine by 6/

30/98.

MSD Revenue Stream

10. Secure adequate capitalization for subsidiary

development and increase operating rev-

enues by 10% by 12/31/98.

1 1. To develop and implement long-term

guidelines and strategies for revenue

enhancement by 6/30/98.
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IMPACT ON THE ORGANIZATION

Introduction

The final phase of the planning process entailed

the assessment of the 1998 Strategic Plan on the

organization and its constituencies.

Impact of the Plan on our Members

The impact of the 1998 Strategic Plan on MSD’s

members will be:

• Better information.

• Greater value.

• Increased involvement.

• Greater awareness.
• Need to handle properly, or do nothing.

• Improved practice of medicine.

• Better health of our communities.

• Restore the sense of personal satisfaction.

Impact on our Volunteers

The impact on the volunteer leaders and the staff

of MSD will be:

• More work for the staff.

• Investigate the hire of more staff.

• Could be less work because we’re more
focused and proactive.

• Revitalized sense of mission.

• Need to assess what we’re doing now.
• Added on to the same volunteer pool.

• Review roles and responsibilities of leaders

and staff.

Impact on Fiscal Resources

The impact on MSD’s fiscal resources is anticipated

to be:

• Need to determine, do we need to hire staff?

• Assess fiscal needs and allocate resources

and/or solicit additional funds.

Precious Life
Not too many years ago,

this nurse was a patient at

St. Jude Children’s Re-

search Hospital. She fought

a tough battle with child-

hood cancer. And won.

Now married and with a

child of her own, she has

returned to St. Jude
Hospital to care for cancer-

stricken children.

Until every child can be

saved, our scientists and
doctors must continue their

research in a race against

time.

To find out more, call

1 -800-877 -5833 .

ST.JUDE CHILDREN'S
RESEARCH HOSPITAL
Danny Thomas, Founder
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In 1 922, the Visiting Nurse Association was born in Delaware. Since then,

we've expanded our service area, meeting the needs of the people of Delaware

and bordering communities in three other states.

And now, as we move forward into the future with our partners in healthcare, we
are proud to announce that we have become Christiana Care Visiting Nurse

Association.

Our new name reflects a closer working relationship with other parts of the

Christiana Care Health System, as well as our vision to develop relationships

throughout the Region which will help us provide the best home healthcare

services available.

Many things you know about us will not change — our offices throughout the

Region, staffed with local nurses and healthcare professionals, our commitment

to every person, in every town, in every county in the region.

Many things have changed since 1922. But one thing remains the same...

There's nothing like the healing power of home.

ChristianaCXre
VISITING NURSE ASSOCIATION

1 -800-VNA-0001
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Blue Cross Blue Shield 252
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Christiana Care VNA 269
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INFORMATION FOR
ADVERTISERS

The Delaware Medical Journal is a monthly

publication of the Medical Society of Dela-

ware. The Journal reaches approximately 75

percent of the state's physicians, as well as

medical libraries, and hospitals; its circula-

tion is approximately 1 ,630.

Full-, half- and quarter-page advertisements

are accepted. Half- and quarter-page ads

may be either vertical or horizontal. The

Journal can provide such services as four-

color or matched color ads; camera work

(halftones, line shots); and typesetting.

Closing for space reservations is the first of

the month, two months prior to publication.

Closing for materials is the first of the month,

one month prior to publication.

All advertisements are subject to approval by

the Publications Committee of the Medical

Society of Delaware.

For a media kit or for more information, call

Kristine Riccardino at 302-658-7596 or 800-

348-6800 (Kent or Sussex Counties).
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The Optimum
Referral Option

The Arbors at New Castle

Subacute and Rehabilitation

Center is a 120-bed Center

specializing in providing the

area's finest subacute,

rehabilitation and basic

healthcare services.

In today's cost conscious

environment, healthcare

roviders are increasingly

eing asked to produce

optimal medical results at

minimal costs. That's

precisely what the Arbors

at New Castle is designed,

staffed and equipped to do.

When combined with

our physician-driven

interdisciplinary team
approach to delivering

care, our subacute care helps

high acuity patients recover

quickly, at costs that are

30-60% less than comparable

care in an acute care setting.

In addition to our basic

healthcare services, we
provide care through

specialized subacute

programs in the areas of:

Respiratory

A Medical Rehabilitation

Digestive Diseases

Cardiac Recovery

A Infusion Therapy

A Wound Care

For more information

and a copy of our video

call 328-2580.

ARBOR
ARBORS AT NEW CASTLE

Subacute and Rehabilitation Center

32 Buena Vista Drive

New Castle, DE 19720

(302) 328-2580

¥

f :



Papastavros’ Associates Medical Imaging,LLC

Committed. . . To you and your patients!

E)
JLJy maintaining a leadership role in the deliv-

ery of high-quality healthcare, Papastavros’

Associates Medical Imaging,LLC

provides a full spectrum of quality, state-of-

the-art diagnostic imaging services in a caring

and comfortable environment.

Imaging services provided include:

• X-Ray

M R 1 scanning

/Open Scanning

• Ultrasound,

including Cardiac

• Spiral C.T. Scan

Mammography/

Core Biopsy

• Dual Energy Bone

Densitometery

Nuclear Medicine

* Sped Thallium/

Cardiolite

Scintmammography

Our Women’s Centers are designed to address

the health care needs of all women:

* Mammography services provided by a stall of

highly trained technicians and dedicated

professionals.

* OB and breast sonography, echocardiography,

cardiac stress and doppler scans.

* Stereotactic breast biopsy, the latest

technological advance in breast cancer detection.

Dual Energy Bone Densitometry to detect and

monitor osteoporosis comfortably, quickly,

safely and precisely

Papastavros’

Associates

MEDICAL
Ummm

'

uc.

We’re there where you need us!

VK are pleased to welcome new

facilities in Milford, Lewes and

Glasgow. Full service imaging includ-

ing a technically advanced “Open”

MRI for claustrophobic, pediatric, and

handicapped patients is now available

at our office in the Glasgow

Medical Center.

• Wilmington

1701 Augustine Cut-Off

Suite, 100, Bldg. IV

Wilmington, DE 19803

(302) 652-3016

• Glasgow

2600 Summit Bridge Road,

Suite 122

Glasgow, DE 19702

(302) 832-5590

• Newark

40 Polly Drummond Hill Road,

Suite 100, Bldg.4,

Newark, DE 19711

(302) 737-5990

• Healthcare Center at Christiana,

200 Hygeia Drive,

Newark, DE 19702

(302) 421-2121

Other Convenient Locations:

ISOS Pennsylvania Avenue (302) 055-4042

2700 Silveiside Road (302) 478-1100

1805 Foulk Road Suite 1 (302) 475-8036

420 Christiana Medical Center (302) 308-3959

1320 Philadelphia Pike (302) 792-2529

1941 Limestone Road (302) 033-9873

702 Delaware Street, New Castle (302) 328-1502

Omega Protessional Center (302) 738-5500

5317 Limestone Road (302) 239-9415

550 Stanton-Christiana Road (302) 033-9910

314 L. Main St., Newark, (302) 455-0775

1 1 1 Railroad Ave. Llkton, Ml) (410) 392-6155

550 S. DuPont 1 Ivvy, Milford, (302) 424-4103

1539 Savannah Rd., Lewes (302) 055-2590
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Community Imaging Center
At Limestone Meets

All Your Medical Imaging Needs.
Limestone Medical Center
1941 Limestone Road, Suite 214
Wilmington, DE 19808
Telephone: (302) 892-6200

Fax: (302) 892-6206
Internet: www.communitymed.com

David S. Grubbs, M.D., FACC, FACP
Medical Director

Frank DiGregorio, CNMT, ROMS
Director of Diagnostic Imaging

Community Imaging Center Offers:

Therapy

1-

131 Thyroid Ablation

Strontium/Bone Metastases

Cardiology
Cardiovascular Stress Test

2-

D Echocardiogram

ECG
Holter Monitor

Loop Monitor

Signal Averaged ECG

Ultrasound
Abdominal
Breast

Extremity

Obstetrical

Pelvic

Retroperitoneal

Testicular

Thyroid

Transvaginal

Vascular Ultrasound
Arterial Duplex Scan

Carotid Duplex
Venous Duplex Scan

Nuclear Medicine
Abcess Localization

Brain Scan

Bone Scan

First Pass

Gastric Emptying Scan

Gastrointestinal (GD Bleed Scan

Gated Blood Pool (MUGA) Scan

Hepatobilary (HIDA) Scan

Liver and Spleen Scan

Lung Scan

Meckel’s Scan

SPECT Myocardial Perfusion Scan

(Cardiolite or Thallium)

Parathyroid Scan

Renal Scan

Testicular Scan

Thyroid Carcinoma Metastases

Imaging

Thyroid Scan

Tumor Localization

Offering imaging with:

Cardiolite /.i

Prompt, courteous service • Test results available in 24 hours or less • Allpositive tests called andfaxed

There’s a Community Medical Center Near You:

Silverside Medical Center

2700 Silverside Road
Wilmington (302) 478-1100

Medical Aid Unit

Laboratory
X-Ray

Limestone Medical Center

1941 Limestone Road
Wilmington (302) 992-0500

Medical Aid Unit

Laboratory
X-Ray
Ambulatory Surgery
Community Imaging Center

Nuclear Medicine
Ultrasound
Cardiology

Therapy

jommunity
|edical (are, Inc.

(jj|j
(ommunityJmaging (enter
A division ofCommunity Medical Care, Inc.Serving and managing the outpatient needs ofthe community

with quality, affordable medical care since 1978



tyJmaging (enter
a division of Community Medical Care, Inc.

ARE YOUR FEMALE PATIENTS GETTING THE BEST
POSSIBLE MYOCARDIAL PERFUSION TESTS?

JACC VOL. 29, No. 1

(Journal American College of Cardiology)

JANUARY 1997:69-77

“Comparative Diagnostic Accuracy of Tl-201 and Tc-99m Sestamibi SPECT Imaging (Perfusion and

ECG-Gated SPECT) in Detecting Coronary Artery Disease in Women”

Conclusions: Thallium-201 and Tc-99m Sestamibi myocardial perfusion scintigraphic studies have

similar sensitivities in the detection ofCAD in women. However, the specificity of Tc-99m Sestamibi is

significantly higher than that of Tl-201. This specificity is further enhanced by the use of ECG-Gated

SPECT Tc-99m Sestamibi imaging.

Community Imaging Center was the first lab in Wilmington to routinely

perform ECG-Gated SPECT using Tc-99m Sestamibi (

C

ARDIOLITE)™
on all patients. ECG-Gated SPECT provides perfusion, wall motion and

Ejection Fraction in one study.

HERE IS WHAT OUR PATIENTS HAVE TO SAY ABOUT US

“Last Friday, I had a Cardiolite stress test at your facility. This could have been an

awkward and unpleasant experience; but due to the professionalism and courtesy

exhibited by the employees of your Center, I felt comfortable and reassured. Please

accept my thank you and gratitude. I will pass my opinion on to my doctor (...) and

remain sincerely (...)”.

• Prompt, courteous service • Test results available in 24 hours or less • All positive tests called and faxed

We participate with virtually all insurance carriers

Phone: 302-892-6200 Fax 302-892-6206 Internet: www.communitymed.com



Officers and Trustees
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Officers

Stephen S. Grubbs, M.D. - President

Martin G. Begley, M.D - President-Elect

Michael A. Alexander, M.D. - Vice President

Edward F. Quinn III, M.D. - Secretary
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Instructions to Authors

The Delaware Medical Journal (DMJ) is owned and published by the

Medical Society ofDelaware as amedium ofcommunication, education and

expression for its members, and also for others striving for excellence in

medical practice. Articles in the DMJ are intended to be scientific and

educational and are not intended to reflect standards of medical care. All

material published is under copyright. On receipt ofmaterial submitted for

publication, a suitable release form will be sent for signature by all authors.

Scientific articles on medical matters are especially welcomed, including case

reports, clinical experiences, observations and information on matters

relevant to medical practice. Other material may also be accepted if the

editorial staffdeems it of interest to DMJ readers. All submissions should

include a briefsummary and a brief(one to two sentence) biographical sketch

ofall authors.

It is highly recommended that authors familiarize themselves with DM/style

before submitting manuscripts for consideration.

All material for publication should be submitted on a 3 1 /2" computer diskette

in WordPerfect 6.0 or Word 6.0. A printout of the manuscript must

accompany the disk. Manuscripts may also be submitted in paper form

(typed or printed out on good-quality paper - one side only, double-spaced,

one-inch margins), though computer disk is preferable. The ideal manuscript

length is two to 12 pages. Up to 12 references per manuscript will be

accepted, each keyed with superscripts in the text in the order cited. The

format should follow that used in the Index Medicus. Authors are

responsible for the accuracy ofthe citations.

Graphs, charts and black-and-white glossy photographs are accepted if

important to the understanding ofthe text, but should not exceed four or five

pieces. Each should have a label affixed on its back indicating its name,

number, and “top.” A separate legend should be provided for each. Do not

write on the back, or scratch or mar them using paper clips. Do not mount

them on cardboard.

Photos of patients should generally be taken in a way that obscures the

patient’s identity. Photos in which a patient’s face must be clearly seen,

however, must be accompanied by signed release forms.

All manuscripts are reviewed by the editor and all scientific articles are then

sent for peer review by members of the Editorial Board and/or other

appropriate physicians. The usual processing time to publ ication istwo to four

months, though in some circumstances this may be longer or shorter.
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IT TAKES MORE THAN A

BEDSIDE MANNER IN MEDICINE

... AND INSURANCE!

It certainly helps to be pleasant, but it’s not enough. It’s knowledge that counts.

Putting it all together to come up with a solution.

In the field of physician’s insurance . .
.
professional and personal . . . we have

followed a similar course.We offer you a total package that covers all your

insurance needs.

Centralization is not the only reason for selecting MSDIS/PIi/ZUTZ. The Medical

Society of Delaware benefits as well.

Call MSDIS/PIi/ZUTZ at 658-8000 today,

Find out why it pays to create a single source for all your insurance.



Advanced MRI Imaging
at two Locations

Largest aperture (6ocm>, incredible detail
The General Electric HORIZON 1.5T HiSpeed imager is now available at

Omega MRI and the GE HORIZON LX 1.5T HiSpeed imager at Wilmington MRI.

The Advantages include; larger bore opening

(60cm as compared to open MRI 47cm)

allowing greater comfort for

claustrophobic patients,

highest possible image

quality, plus new exams,

such as, MR Urography,

MRCP and 3D contrast

enhanced MR angiography.
angiogram

Early stroke detection

Brain perfusion can be evaluated by using

first-pass Gadolinium

without a radioactive

substance, thereby, aid-

ing in the early detection

of brain tumors or lesions.

This image shows a CVA
not detected on routine ear/y stroke

MRI or CT.

GE Horizon LX 1 ,5T HiSpeed imager

Diffusion weighted images can demonstrate

an infarct 6-24 hours prior to a routine CT or

MRI. Proton Spectroscopy,

MRS (non-invasive chemi-

cal biopsy) shows elevated

lactate levels. The greatest

potential of this technology

is accurate stroke detect-

ion, allowing for early

definitive therapy.

Diagnostic Imaging Associates full range

of out-patient imaging services include:

•1.5 Tesla MRI (two magnets)

• Spiral CT scanning

• Ultrasound including Color Doppler

• Fluoroscopy with digital RF
• Mammography with Senographe DMR
• Nuclear Medicine and General X-ray

For information and the office nearest you, please call 302-425-4DIA.

Web page http://members.aol.com/diaxray/diahome.html

^ Diagnostic Imaging Associates, PA

Brandywine Imaging Center • 701 Foulk Road • Suite E-1 • Wilmington • 654-5300

Omega Imaging Associates • L-6 Omega Professional Center • Newark • 738-9300

Omega Magnetic Resonance Imaging Center • L-6 Omega Professional Center • Newark • 738-9300

Omega Medical Center • K-15 Omega Professional Center • Newark • 368-5100

Omega Nuclear Diagnostic Center • K-15 Omega Professional Center • Newark • 368-8150

Pike Creek Imaging Center • 3105 Limestone Road • Suite 106 • Wilmington • 995-2037

Wilmington Magnetic Resonance Imaging Center • 1020 Union Street • Wilmington • 427-9855



ISSN 0011-7781

DELAWARE
MEDICAL
JOURNAL
Official Publication

of the Medical Society of Delaware

1925 Lovering Avenue
Wilmington, Delaware 19806-2166

Editor

G. Stephen DeCherney, M.D.

Associate Editors

Peter V. Rocca, M.D.

Michael R. Zaragoza, M.D.

Managing Editor
Kristine M. Riccardino

Publication and
EditorialCommittee
Louis E. Bartoshesky, M.D.

Martin G. Begley, M.D.

Evan H. Crain, M.D.

Andrew J. Doorey, M.D.

Steven L. Edell, D.O.

Neil S. Kaye, M.D.

James F. Lally, M.D.

Allan Levy, D.O.

Lawrence M. Markman, M.D.

Harold Marks, M.D.

E. Wayne Martz, M.D.

Shahla Mousavi, M.D.

James H. Newman, M.D.

Robert E. O'Connor, M.D.

Stephen R. Permut, M.D.

Edward F. Quinn III, M.D.

Leo W. Raisis, M.D.

Nancy A. Union, M.D.

Business Manager
Beverly Dieffenbach

EditorEmeritus
E. Wayne Martz, M.D.

FormerEditors
A. Henry Clagett, Jr., M.D.

Robert B. Flinn.M.D.

BernadineZ. Paulshock, M.D.

VOLUME 70 JUNE 1 998 NUMBER 6

CONTENTS

281 PRESIDENT’S PAGE
The Medical Society of Delaware's

Young Physicians Section

Stephen S. Grubbs, M.D.

285 SCIENTIFIC ARTICLE
An Epidemiologic and Entomologic Investigation

of a Cluster of Rocky Mountain Spotted

Fever Cases in Delaware

Lisa Rotz, M.D. — Luis Callejas, M.D. — Donald McKechnie

David Wolfe, R.N., M.P.H. — Eric Gaw, D. V.M.

Leroy Hathcock Ph.D. — James Childs, Sc.D.

293 SCIENTIFIC ARTICLE
When Should Your Asthmatic Patients Refill Their

MDI Propelled with Chlorofluorocarbons?

Andrew G. Weinstein, M.D.

299 LETTER TO THE EDITOR
NSAID Use in Populations At-Risk for UGI Hemorrhage

301 EDITORIAL

The Unspoken Affliction

Michael R. Zaragoza, M.D.

303 BOOK REVIEW
Plagues and Politics

David Platt, M.D.

305 IN BRIEF

306 INDEX TO ADVERTISERS

Entered as second-class matter June 28, 1929, at the Post Office at Wilmington, Delaware, under the act of March 3, 1879. Issued monthly, periodicals postage
paid at Wilmington, Delaware. Copyright 1997 by the Medical Society of Delaware. Indexed In "Hospital Literature Index" and "Index Medicus." Available through
University Microfilms. The Delaware Medical Journaldoes not hold itself responsible for statements made by any contributor or advertiser. Annual subscription
rates are $25 for domestic and $40 for overseas. Single copies are $2.50. Advertising copy is accepted, subject to the approval of the Publication and Editorial

Committee of the Medical Society of Delaware. For information about advertising, call the Journal office at (302) 658-7596.



SPIRAL e

X-RAY

ULTRAS OLf.

MAM,
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For centralized scheduling call: 302-731-9860

lOMFORT.

EXPERTISE

Christiana Care Imaging Services

has two locations to serve you.

State-of-the-art mammography,

x-ray and ultrasound services are

available at our new location

in Foulkstone Plaza in

Brandywine Hundred.

Most insurance companies accepted.

Accredited by the American College

of Radiology.

FOULKSTONE PLAZA

1401 FOULK ROAD

WILMINGTON, DE 1 9803

302-477-4300

MEDICAL ARTS PAVILION

475 1 OGLETOWN-STANTON ROAD

NEWARK, DE 19713

302-731-9800

Christiana Imaging Center is now

ChristianaCAre
Imaging Services

LENCE



The Medical Society of Delaware's

Young Physicians Section

The Medical Society of Delaware created the

Young Physicians Section (YPS) sixteen months

ago. The first YPS assembly meeting was held

in September of 1 997, and the Section will soon

complete its first year of activity.

The mission of the YPS is to identify and address

the needs, common problems, issues, and in-

terests of Delaware's young physicians and to

provide a forum for the exchange of ideas and

information. The YPS promotes increased par-

ticipation by young physicians in all levels of or-

ganized medicine via assignment of members
to all MSD committees, representation on the

MSD Board of Trustees and House of Delegates,

and representation in the AMA.

All members of the MSD who have been in prac-

tice five years or less, or are under 40 years of

age, are automatically members of the YPS with

no additional dues requirement. Nearly 300
MSD members belong to this section.

The YPS is governed by its Representative As-

sembly which meets annually during the MSD
House of Delegates' Annual Meeting. The As-

sembly is comprised of YPS representatives cho-

sen by their respective county medical societies.

In addition to the designated YPS representa-

tives, any MSD member is welcome to attend

the Assembly. The YPS has a governing council

comprised of three officers elected by the As-

sembly. The Chairperson of the YPS serves as

an MSD trustee. The officers and Assembly rep-

resentatives are listed on the next page.

The Section has been quite active under the ca-

pable and enthusiastic leadership of Chairper-

son Michael Katz, M.D., and fellow officers. The

Section has identified three priority goals. These
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include continuing education focused on topics

and issues affecting physicians early in their ca-

reers (i.e. financial planning, practice manage-
ment, paperwork requirements), facilitating com-

munication among young physicians, and in-

creasing young physician participation in MSD
activities.

In its first nine months, the Section has had three

meetings which have addressed issues of Sec-

tion organization, physician financial planning,

and an introduction to the services offered

through the Society's Physicians' Advocate of-

fice. The Section also has monthly conference

calls to conduct business and enhance commu-
nication. The YPS is planning regular contribu-

tions and communication through the De laware

Medical Journal. YPS members have also been

appointed to all MSD committees and are ac-

tive on the Board of Trustees.

I believe this organization enhances and
strengthens the future of our Society by encour-

aging participation by our talented young phy-

sicians early in their careers. Clearly, all of our

membership will be served by the energy and
ideas that our young physicians provide to the

deliberations and activities of our Society. The

YPS holds the promise of our future leaders in

Medicine.

The Society's Board of Trustees is proud of the

accomplishments of this new Section and en-

courages our young physicians to become more

active in the YPS and MSD activities. Please feel

free to contact Dr. Michael Katz, Administrative

Assistant Mary LaJudice, or me for more infor-

mation.

Best Regards

THE YOUNG PHYSICIANS SECTION

OFFICERS

Michael S. Katz, M.D. - Chair

Kelly S. Eschbach, M.D. - Vice Chair

Thomas P. Barnett, M.D. - Secretary

REPRESENTATIVE ASSEMBLY

New Castle County
Evan H. Crain, M.D.

Kelly S. Eschbach, M.D.

Neil S. Kalin, M.D.

Michael S. Katz, M.D.

Carey L. Nathan, M.D.

Kent County
Thomas P. Barnett, M.D.

Sussex County
David M. Islam, M.D.

Vincent J. Perrotta, M.D.

282 Del Med Jrl, June 1998, Vol 70 No 6



Offering

• Direct, weather protected access to Christiana

Care SurgiCenter, Imaging Center and
Christiana Hospital

• Tenant controlled, multi-zone heating,

ventilating and air conditioning systems

for maximum comfort and air quality

• An installedfiber optic telecommunications

system that provides voice, data retrieval and
technically advanced imaging capabilities

essentialfor today’s medical specialist

• Office suites availablefrom 850 squarefeet up

For more information call:

Leigh Johnstone

or Dan Reeder
A Development of

CB Richard Ellis

302-652-4400
ChristianaG\re
HealthHealth Services
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Providing outpatient minor surgery

in a private setting.

Same day procedure

Breast biopsy

Vasectomy

Temporal artery biopsy

Lymph node biopsy

Synovial cysts

Benign skin lesions

Malignant skin lesions

Repair of lacerations
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Pilonidal abscess
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Thrombosed hemorrhoids

External hemorrhoids

Warts and condylomas

Simple fractures

Hours: 9 AM - 5 PM
Monday - Friday

Amir Mansoory M.D. F.A.C.S. Shah Morovati M.D. F.A.C.S.

324 East Main Street Newark, DE 1 971

1

Telephone: 302-737-41 1 6 • 302-737-4990
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SCIENTIFIC ARTICLE

An Epidemiologic and Entomologic Investigation

of a Cluster of Rocky Mountain Spotted Fever

Cases in Delaware

Lisa Rotz, M.D. 12— Luis Callejas, M.D. 23— Donald McKechnie

1

David Wolfe, R.N., M.P.H. 3 — Eric Gaw, D.V.M. 4— Leroy Hathcock, Ph.D 3

James Childs. Sc.D 1

Background: Rocky Mountain spotted fever

(RMSF) continues to be the most common fatal

tick-borne illness in the United States. In August

of 1 996, four children attending a summer camp
in Delaware were diagnosed with RMSF. This

report summarizes the results of the epidemio-

logic and entomologic investigation conducted

by the Delaware Division of Public Health and

the Centers for Disease Control and Prevention

regarding this cluster of RMSF cases. Epidemio-

logic and clinical aspects of RMSF, as well as

previously reported clusters of the disease, are

also reviewed.

1 Viral and Rickettsial Zoonoses Branch (Division of Viral and
Rickettsial Diseases) at the National Center for Infectious Diseases.

2 Epidemic Intelligence Service Branch of the Epidemiology Pro-

gram Office (Division of Applied Public Health Training, Centers for

Disease Control and Prevention).

3 Delaware Division of Public Health.

4 Michigan State College of Veterinary Medicine

Methods: A questionnaire regarding symptoms

and activities was administered via telephone to

163 (73 percent) of the 223 attendees. A sus-

pected case was defined as an illness in a person

attending the camp between August 1 1 and 1 7

that occurred during the two-week period fol-

lowing the session, characterized by either 1)

fever with one or more symptoms (i.e., head-

ache, rash, myalgia, or fatigue) or 2) no fever

with two or more symptoms. Cases of RMSF were

confirmed by serologic evaluation.

Results: Seven of 1 3 patients with suspected

RMSF submitted sera for testing. Four patients

had confirmed RMSF; three were males, and the

median age was 12.5 years compared with 12

years for all attendees. All confirmed patients

reported fever, headache, fatigue, and rash. An

increased risk of becoming ill was associated

with overnight camping at site A (Odds Ratio

(OR) undefined, p = 0.02), visiting or overnight
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camping at site B (OR undefined, p = 0.003 and

0.002), and leaving the trails when hiking (OR
undefined, p = 0.02).

Conclusions: These data suggest that develop-

ment of RMSF was associated with visiting or

camping at specific sites and behavior likely to

increase contact with ticks. Camp supervisors

were advised to educate campers regarding tick

bite prevention measures, reduce underbrush

around campsites, and encourage campers to

remain on the trails. Health care providers should

remain aware of the increased risk for RMSF
during the spring, summer, and fall months.

BACKGROUND

Although other tick-borne diseases such as

ehrlichiosis have gained national attention in the

past several years, Rocky Mountain Spotted

Fever (RMSF) continues to be the most common
fatal tick-borne illness in the United States. This

disease is caused by the organism Rickettsia

rickettsii, which is transmitted primarily by ticks

such as Dermacentor variabilis (the American

dog tick), Dermacentor andersonii (the Rocky

Mountain wood tick), and Amblyomma
americanum (the lone star tick).

In August 1996, RMSF was diagnosed in four

children who had attended a two-week session

at a summer camp in Lewes, Delaware. Timely

diagnosis and treatment with tetracycline helped

facilitate the recovery of all four patients, how-

ever concern existed that additional cases of

RMSF may have gone undetected or unreported.

In this report we summarize the findings of the

epidemiologic and entomologic investigation

conducted by the Delaware Division of Public

Health and the Centers for Disease Control and

Prevention. The epidemiologic and clinical as-

pects of RMSF and previously reported clusters

of the illness are also discussed.

METHODS

A clinically suspected case of RMSF was defined

as a person who attended the camp between

August 1 1 and 1 7 and either developed fever

with at least one of four symptoms (headache,

rash, myalgia, or fatigue) or had no fever with

two or more of the four symptoms during the

two-week period following the end of camp. A
confirmed case of RMSF was defined as a clini-

cally suspected case with serological test results

indicative of or suggestive of a recent infection.

Sera were tested by an immunofluorescent anti-

body assay (IFA) and results indicating either a

fourfold or greater rise in IgG antibody titer to

Rickettsia rickettsii antigen or a single titer of

greater than or equal to 64 were considered

confirmation of RMSF in conjunction with a

history of compatible illness.

A standardized questionnaire regarding camper
demographics, illness symptoms, camping sites

and activities, tick bite prevention measures, and

degree of tick exposure (ie. number of ticks

found on body) was administered to the campers

and staff via telephone to identify other sus-

pected cases as well as to determine daily

activities. Campers or staff reporting a clinically

compatible illness were asked to submit a blood

sample for serologic testing for RMSF. Odds
ratios (OR) for 25 variables regarding housing

sites, activities, and behaviors while at the camp
were tested for statistical significance with Yates

corrected X2 or Fisher's exact test.

A systematic entomologic survey was performed

by collecting ticks from various sites within and

around the camp. Dry-ice tick traps were placed

at randomly selected positions within six tent

sleeping sites, five overnight camping sites, two

cabin sleeping sites, and two common activity

sites within the main campground. Three dry-ice

traps were left at randomly selected areas at
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each site for four hours. In addition, ticks were

collected from the periphery of each site by

dragging a one-square-meter, light-colored cloth

along the underbrush surrounding the site. Se-

lected trails throughout the camp were also

dragged fortick collection. The differences in the

numbers of ticks collected per unit effort at each

site were tested for significance using the

Wilcoxon rank sum test.

The collected ticks were pooled according to

trap site or method, species, and stage of matu-

ration, then screened at the CDC for evidence of

rickettsial infection by polymerase chain reaction

(PCR). DNA sequences from positive specimens

were compared to those of other rickettsia to

tentatively identify the species of Rickettsia present

within the pooled ticks.

RESULTS OF EPIDEMIOLOGIC INVESTIGATION

Of the 223 people who were present at the camp
session, 163 (73 percent) were interviewed. Of
these, 123 (75 percent) were campers, 21 (13

percent) were counselors and 19 (12 percent)

were camp staff. The ages of camp attendees

ranged from eight to 1 4 years, while those of the

staff ranged from 15 to 57 years.

In addition to the four cases initially reported, ten

additional suspected cases of RMSF were iden-

tified during the interviews. One of the four

initially identified cases refused further interview

and donation of serum and was excluded from

further consideration, leaving a total of 13 clini-

cally suspected cases for analysis.

Seven of the 13 clinically suspected cases sub-

mitted sera for laboratory testing. Three of the

initially identified cases and an additional sus-

pected case were confirmed to have had RMSF,
with I FA IgG titers ranging from 1 : 256 to 1 :2048.

Three of the confirmed cases were male, with a

median age of 12.5 years as compared with a

median age of 1 2 years for all attendees. All four

confirmed cases reported fever, headaches,

fatigue, and rash.

Four variables, overnight camping at "A" sites

(OR undefined, p = 0.02), visiting or overnight

camping at site "B" (OR undefined, p = 0.003
and 0.002), and leaving the trails when walking

(OR undefined, p = 0.02), were associated with

an increased risk for RMSF. Several other fac-

tors, such as sleeping in tents on the ground,

visiting the marsh, or finding ticks on your body,

Table 1. Factors Associated and Not Associated with Risk for RMSF in Camp Attendees

Risk Factor No. of Case Patients (%) No. of Non-Case Attendees (%) Odds Ratio P-value

Camping at "A" sites 4/4(100%) 53/152 (35%) U* 0.02

Day visit to Site "B" 4/4(100%) 35/153(23%) U 0.003

Overnight camping at Site "B" 4/4(100%) 30/153(20%) u 0.002

Leave trails when walking 4/4(100%) 58/1 53 (38%) u 0.02

Sleeping in tent on ground 3/4 (75%) 72/152 (47%) 3.3 0.35

Visiting beach 2/4 (50%) 132/153(86%) 0.2 0.1

Hiking on nature trail 0/4 (0%) 76/153(50%) 0.0 0.1

Visiting the marsh 2/4(50%) 69/153(45%) 1.2 0.8

Visiting soccer field 3/4 (75%) 59/153(39%) 4.8 0.3

Wear insect/tick repellent 4/4(100%) 127/153(83%) U 1.0

Tuck pant legs 0/4 (0%) 39/153(25%) 0.0 0.5

Found ticks on body 1/4 (25%) 56/153(37%) 0.6 1.0

Received talk about ticks 1/4(25%) 95/153(62%) 0.2 0.3

*U=undefined
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were not found to increase the risk of illness. The

survey results showed that almost half of the

campers did not receive counseling about tick

bite prevention measures. Although not statisti-

cally significant, receiving a talk about tick bite

prevention measures was suggestive of protec-

tion from illness (OR 0.2, p = 0.3, 95 percent

Confidence Interval [Cl] 0.02, 1.99) (Table 1).

On the basis of these findings, the following

recommendations were made to camp officials:

1. Cut back the underbrush from the trails at

campsites "A" and "B" to decrease the tick

population in these areas.

2. Encourage campers to stay on the trails when

walking and avoid going through the under-

brush.

3. Develop a standardized talk about tick con-

tact prevention measures, tick checks, and

proper tick removal, to be delivered to all the

campers at a general session to ensure that

they receive education regarding ticks. En-

courage the campers and staff to apply these

measures as much as possible.

4. Encourage campers (and parents) to do a

final body check for ticks upon arriving home
from the camp.

RESULTS OF ENTOMOLOGIC SURVEY

The camp was located adjacent to a large salt

water bay and was surrounded by several

marshes. Alternating forested and cleared areas

were found throughout the camp. Both camp
sites A and B were located in areas with sur-

rounding forest adjacent to salt water marshes.

A total of 138 ticks were collected from the

various sites. The collection consisted of 131 A.

americanum, one D. variobilis, and six Ixodes

scapularis. The comparison of the number of

ticks collected per hour of sampling from the

various sites indicated that the tent sleeping sites

(including site A) had significantly more ticks

collected than the non-tent sleeping sites and site

B (P-0.03).

Rickettsial DNA was found in 60 percent (27/45)

of the tick pools by PCR. Sequence analysis

showed that none of the PCR products from the

tick pools were R. rickettsii, but were consistent

with other spotted fever group rickettsiae of

undefined human pathogenicity.

DISCUSSION

RMSF was initially recognized throughout the

Rocky Mountain states in the late 1 800s.1 How-
ever, the incidence of RMSF in the Rocky Moun-
tain region has declined dramatically since the

1940s. In the 1930s, cases were recognized in

eastern states and to date, RMSF has been

reported from every state except Vermont and

Hawaii. Currently, the incidence of disease is

highest in the southeastern and south-central

states. Between the years 1 981 and 1 992, Dela-

ware reported 39 cases of RMSF, for an average

incidence of 5.1 per million population.

2

The

highest number of cases, 15, was reported in

1 992. Since 1 993, ten cases of RMSF have been

reported from Delaware. 35

Several tick species serve as vectors for R.

rickettsii. The Rocky Mountain wood tick,

Demacentor andersoni
, /sthe principal vector in

the Rocky Mountain region, while the American

dog tick, Dermacentor variobilis, appears to be

the main vector in areas of the West Coast and

from the Great Plains region to the Atlantic coast.

Although approximately four percent of D.

variabilis ticks in many locales may be positive

for spotted fever group rickettsia, most are

species of unconfirmed pathogenicity for hu-

mans, 6 as was described here. Although R.

rickettsii was not detected in the ticks collected

during the entomologic portion of our investiga-

tion, a high frequency of tick infection with
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rickettsial species was found. The percentage of

ticks infected with R. rickettsii may be low even in

disease-endemic areas; thus, the total number

of ticks collected for rickettsial screening in this

study was probably too small to expect an ad-

equate sampling for detection. Cool weather

and rain in the weeks prior to the tick collection

most likely contributed to the low number of ticks

collected in this study.

In previous large surveys, the prevalence of tick

infection with R. rickettsii is usually found to be

less than one per 1 ,000 ticks, although a preva-

lence as high as 20 percent has been reported.

A report of four cases of RMSF in residents of

New York City led to an entomologic survey that

found the tick vector, D. variabilis, in a local park

and detected spotted fever group rickettsiae in

eight percent of the initially collected ticks. A
follow-up evaluation of ticks from the same area

found five percent of the collected ticks positive

when tested with a monoclonal antibody specific

for R. rickettsii and R. montana. 7 Ticks collected

from another park within New York City were

negative for rickettsiae from the spotted fever

group exhibiting the focal distribution, or small

"islands" of disease that can be seen with RMSF.

The tick vectors for R. rickettsii may be found in

moist eastern deciduous forest biome character-

ized by clearings and secondary growth and

within coastal grasslands adjacent to beaches

and salt marshes.8 Both types of environments

were commonly found throughout the camp
where the cases occurred.

Most cases of RMSF occur between the months

of April and September, but have occasionally

been reported during the winter months. Peak

incidence of disease occurs among children

aged five to nine years of age,2,9
in part because

of the relatively high proportion of time spent

outdoors.

Clustering of RMSF cases, as was seen in this

outbreak, has been previously described 2,10

RMSF was reported in three brothers from North

Carolina by Sanders et al.,
10 two of whom pre-

sented with symptoms simultaneously. Although

no history of tick bite was reported for these two

siblings, a third sibling had been recently diag-

nosed and treated for the illness and had a

history of several ticks being removed in the two

weeks prior to his illness. Typically, only 60
percent of patients report a history of tick bite in

the two weeks prior to RMSF onset, but the

majority will have a history of exposure to a

tick-infested environment during that time.

RMSF is characterized by fever, headache, mal-

aise, and myalgia early in the course of illness.

The characteristic rash usually appears three to

five days later. The rash may initially appear as

erythematous maculae on the wrist and ankles

with subsequent spread to the trunk, palms, and

soles. It is important to note that a rash is present

in only 49 percent of patients during the first three

days of illness and may be absent in nine to 1 6

percent of the cases.11
All four of the confirmed

RMSF cases in this study reported fever, rash,

malaise, and fatigue — typical symptoms of

RMSF.

Central nervous system (CNS) involvement is

seen frequently in RMSF, often manifested as

encephalitis (26-28 percent), stupor or delirium

(21 -26 percent), ataxia (1 8 percent), coma (nine

to ten percent), or seizures (eight percent). 9,11

Other neurologic manifestations range from

cranial nerve palsies to complete paralysis. The

overall severity of CNS manifestations is a strong

predictor of poor clinical outcomes with seizures

or coma frequently associated with fatal cases.

More severe or fatal disease has also been

associated with glucose-6-phosphate dehydro-

genase deficiency.

Initial diagnosis of RMSF should be made based

on clinical suspicion, since laboratory tests to

diagnose RMSF during the acute stages of illness

are not always readily available to health care

practitioners. Confirmation of RMSF is usually

based on the demonstration of a fourfold in-

crease in serologic antibody titers to R. rickettsii
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between acute- and convalescent-phase serum

specimens. Additionally, a single titer of greater

than or equal to 64 by the IFA test or a titer of

greater than or equal to 128 with the latex

agglutination test is also diagnostic in a person

with a compatible illness for surveillance pur-

poses. However, antibody is often not detectable

until seven to ten days after the onset of illness,

and treatment must be promptly initiated based

on clinical suspicion alone. Laboratory diagno-

sis of RMSF in the acute stage can be accom-

plished with demonstration of the rickettsial or-

ganism via immunohistochemical staining of

rash biopsies. Few hospitals have laboratories

that perform this test, but when it is available,

results can be obtained within three hours. Al-

though specific, this method has a sensitivity of

only 70 percent.9 Therefore, if clinical suspicion

for RMSF is high, a negative result should not

deter treatment while other diagnostic evalua-

tions are done.

Without treatment or with delays in the initiation

of therapy, illness can progress to death in one

to two weeks from the onset of symptoms. Mor-

tality as high as 30 percent was seen in the

pre-antibiotic era, but has remained between

two and ten percent with the introduction of

broad-spectrum antibiotics in the 1 950s.12 Doxy-

cycline is the treatment of choice in adults and

children, with the exception of patients who are

pregnant or allergic to the medication.2 Doxy-

cycline may be used in young children since the

seven to ten day course of therapy that is typical

for RMSF is unlikely to cause visible tooth stain-

ing.

Chloramphenicol, an alternative treatment for

RMSF, is recommended for use in pregnant

patients or those with tetracycline allergy. This

drug may also be considered for use in pediatric

patients when a seven to ten day course of

doxycycline is contraindicated or when multiple

courses of therapy are needed. Chlorampheni-

col has been associated with an irreversible,

non-dose-related aplastic anemia in one per

25,000-40,000 courses of treatment as well as

other reversible, dose-related blood dyscrasias.

The oral preparation of this medication is no

longer manufactured and currently only the

parenteral sodium succinate preparation of

chloramphenicol is available.

As there is no vaccine available for the preven-

tion of RMSF, the preferable approach for pre-

vention is to avoid the initial transmission from

ticks. Prevention includes methods for avoiding

initial tick contact or tick attachment, as well as

methods for timely identification and removal of

attached ticks before transmission of the rickett-

sial organisms can take place. Measures that

can be taken to prevent the attachment of ticks

include wearing clothing that covers exposed

skin (such as long-sleeved shirts and long pants),

tucking pant-legs into socks or shoes to prevent

ticks from crawling into the pant-legs, using

insect repellent active against ticks on clothing,

and keeping pets free of ticks to prevent infesta-

tion of yards and homes.

Checking the body frequently for ticks after

visiting a possible tick-infested area will help

identify attached and unattached ticks for prompt

removal. Timely and proper removal of attached

ticks will greatly reduce the risk of illness, as a

feeding period of six hours or more is usually

required before the rickettsia within the salivary

glands of the tick are transmitted to the host.

Because mouth parts that are left attached are

still capable of transmitting rickettsia, removal of

a tick should be done carefully so that the entire

tick is removed. Proper removal can be done by

using forceps or tweezers to grasp the tick close

to the skin and carefully pulling, or by using

fingers protected by a cloth or gloves to remove

the tick. Tick tissues and fluids may contain R.

rickeftsii; therefore, to prevent the introduction of

the organism into cutaneous lesions or mucous

membranes, such as the conjunctiva, ticks should

never be crushed with unprotected hands.

CONCLUSION

RMSF is a serious illness associated with R.

rickeftsii,
an organism transmitted by the bite of

an infected tick. Disease incidence increases in

the summer months, and clusters of illness have
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occurred among people exposed to areas in-

fested with ticks harboring R. rickettsii. Symp-

toms of the disease include fever, headache,

malaise, myalgia, and rash. The characteristic

rash of RMSF may not be seen on initial presen-

tation, but will appear several days after the

onset of illness in the majority of patients. Prompt

recognition and treatment of this illness is impor-

tant to prevent the severe morbidity and mortality

that can occur with delayed or no treatment.

Treatment must be initiated without waiting for

laboratory confirmation of disease. Measures to

prevent tick attachment can greatly reduce the

chance of contracting RMSF when visiting or

living in tick-infested areas.
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SCIENTIFIC ARTICLE

When Should Your Asthmatic Patients Refill Their

MDI Propelled with Chlorofluorocarbons?

Andrew G. Weinstein, M.D.

Abbreviations:

MDI = Metered-dose inhaler

CFCs = Chlorofluorocarbons

Vanceril 84 DS = Vanceril 84 meg Double Strength

FDA = Food and Drug Administration

ABSTRACT

Background: The United States Food and Drug

Administration has changed its policy regarding

product labeling of asthma MDIs. All asthma

MDIs propelled by CFCs should be discarded at

the discard point labeled on the canister and

box. This policy is in transition with inconsistent

product information given to patients and physi-

cians. Previously, patients had been educated to

replace the canister by observing its floating

pattern in water. Now FDA labeling asks users to

count the number of actuations.

Objective: To compare the discard point of

sample and prescription-size Serevent (6.5 g and

13 g) and Vanceril 84 DS (5.4 g and 12.2 g)

Andrew G. Weinstein, M.D., is a Clinical Associate Professor of Pedi-

atrics at Thomas Jefferson Medical College, Division of Allergy and
Immunology, Medical Center of Delaware and duPont Hospital for

Children in Wilmington, Delaware.

canisters to their floating pattern and total num-

ber of actuations in the canisters.

Design: Seven canisters each of Serevent 6.5 g

and 1 3 g as well as Vanceril 84 DS 5.4 g and

12.2 g were shaken vigorously prior to actua-

tion. One minute separated each actuation. The

floating pattern was observed beginning at 80

percent of the discard point. This was repeated to

the last actuation of the canister.

Results: The floating pattern (tilt point) indica-

tive to replace the Serevent 6.5 g and 13 g

canisters as well as Vanceril 84 DS 5.4 g canister

occurred after the discard point was reached.

Conclusion: Floating patterns of the 6.5 g and

13 g Serevent inhaler as well as the 5.4 g

Vanceril 84 DS do not assist the asthmatic pa-

tient in determining when to replace their canis-

ter. Because canisters have excess product and
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propellant beyond the labeled discard point, it

may be possible for pharmaceutical companies

to correlate the product's floating pattern to the

drug concentration and particle size distribution

up to and beyond the discard point. Through

careful testing, floating patterns of MDIs may still

be able to assist the asthmatic patient in deter-

mining when to discard the canister.

Very few asthma specialists, if any primary care

physicians, are aware that all asthma
metered-dose inhalers (MDI) propelled by CFCs
must be discarded at the prescribed number of

inhalations labeled on the canister and box, the

"discard point." New FDA policy requires the

manufacturer to place on the product informa-

tion package insert that inhalations after the

discard point are not assured for the correct

amount of medication delivery. The FDA re-

quires that drug product manufacturers submit

data from sophisticated in vitro testing that as-

sures that the labeled dose is delivered from the

actuator throughout the labeled number of ac-

tuations for that product. These data are propri-

etary and are not available for public review. The

FDA encourages sponsors to minimize the amount

of "excess" formulation contained in the canister

above that required to reliably deliver the la-

beled number of actuations. The FDA has always

required that the product labeling state the num-

ber of actuations that the product is designed to

deliver. Recently, the FDA has begun to require

sponsors to also include in the product labeling

statements that the amount of drug delivered per

actuation after the labeled number of actuations

have been delivered is unreliable and that the

MDI should be discarded. The new statements in

the labeling also instruct patients to keep track of

the number of actuations used as this is the only

reliable method, absent a counter mechanism

on the MDI, for determining when the MDI
should be replaced.

"Newer" drugs, such as Vanceril 84 DS and

Combivent (Boehringer Ingelheim), as well as

"older" drugs such as Azmacort (Rhone-Polenc

Rorer) and Atrovent (Boehringer Ingelheim) had

sufficient data to be awarded new labeling for

both patient and physician package information

inserts. Medications manufactured by

Glaxo-Wellcome (Ventolin, Beclovent, Serevent,

and Flovent), Fisons (Intal, Tilade), Schering

(Vanceril), and Zenith (albuterol) have discard

point labeling in the patient package informa-

tion insert, but not in the physician insert. Once
these companies have fulfilled the necessary

requirements, information regarding the discard

point will appear on the physician's product

information insert. Currently, Schering's Proventil,

Warrick's Albuterol, Boehringer Ingelheim's

Alupent, 3M Pharmaceutical's Maxair and For-

est Pharmaceuticals' Aerobid and Aerobid M do
not have discard point labeling in either patient

or physician package information inserts. De-

spite the fact that many asthma MDIs do not have

discard language for physicians, officials at the

FDA acknowledge that all asthma canisters pro-

pelled by CFCs should be discarded after the

patient has reached the specified number of

inhalations on the canister or on the box.

A recent report by Wolf and Cochran suggests

that the floating patterns of prescription-size

MDIs can be correlated to the discard point? If

this is true, then asthmatic patients need not rely

solely on counting the number of actuations

inhaled before replacing the canister. The pur-

pose of this brief report was to observe the floating

pattern of both sample and prescription-size

Serevent and Vanceril 84 meg DS (Vanceril 84

meg DS was not evaluated by Wolf and Cochran)

and relate these findings to the discard point and

the number of actuations in the canisters.

METHOD

Seven canisters were obtained for each of the

sample size Serevent 6.5 g and Vanceril 84 DS

5.4 g MDIs from company representatives. Seven

canisters were obtained for each of the prescrip-

tion size Serevent 1 3 g and Vanceril 84 DS 1 2.2 g

MDIs from a community pharmacy. Each MDI
was discharged at room temperature, 68 de-
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grees Fahrenheit, humidity 35 percent with the

valve down. Each canisterwas shaken vigorously

before actuation and one minute separated sub-

sequent shaking and actuation. Test floating

began when the MDI had been actuated to 80

percent of the discard point.

Canisters were placed in a container of water

68-70 degrees Fahrenheit and the floating pat-

tern (valve down) was observed. A canister was

considered to be "tilted" when it no longer floated

at 90 degrees to the water surface.

RESULTS

The discard point, the mean number of actua-

tions to the tilt point, the mean number for the

last actuation from the MDI and the mean per-

cent of actuations after the discard point for

sample and prescription-size Serevent and

Vanceril 84 DS MDIs are presented in Table 1

.

Vanceril 84 DS 12.2 g tilt test correlates closely

with discard point. The tilt point of both Serevent

MDIs and Vanceril 84 DS 5.4 g occur after their

discard point. The discard point of the sam pie- size

of both Serevent 6.5 g and Vanceril 84 DS 5.4 g

comes with more than 40 percent of the drug

remaining in the canister. There is 23 percent of

the Serevent 1 3 g and 27 percent of the Vanceril

84 DS 1 2.2 g remaining in the canister when it

should be discarded per FDA recommended
guidelines.

DISCUSSION

On the surface, metered-dose inhalers are very

simple devices; however, in actuality they are

one of the most complex dosage forms available

to patients for home use. A large number of

complex factors including propellant vapor pres-

sure, physical and chemical interactions be-

tween the active drug substance, propellants

and inactive ingredients, valve performance,

ambient temperature and humidity, adequacy of

shaking, time interval between actuations, etc.

influence the performance of these devices. 4

These and other factors that may have an impact

on the performance of MDIs require careful

attention during the manufacturing process and

require rigorous quality control testing to assure

that patients receive a device that performs

reliably when used under the conditions de-

scribed in the product labeling. This is the reason

for discard point labeling.

The results in this study confirm some of the

general findings of Wolf and Cochran who ex-

amined the floating patterns of 13 common
sample-size and 1 1 common prescription-size

MDIs including Serevent.3 Vanceril 84 DS was

Table 1.

Product Weight Lot

Number
Number
Tested

Discard

Point

Positive

Tilt Test

# Actuations

Mean (Range)

Last

Actuation

Mean (Range)

Percent of

Actuations

Remaining After

Discard Point

Serevent 7ZP0081 4

Sample-size 6.5 g 7ZP0272 3 60 90(88-92) 103(99-104) 42%

Serevent 7ZP0914 4

Prescription-size 13 g 7ZP1429 3 120 133(132-135) 155(152-157) 23%

Vanceril 84 meg
Double Strength

Sample-size 5.4 g 7DMT108 7 40 61 (59-62) 74(71-76) 46%

Vanceril 84 meg
Double Strength 7DMT601 4

Prescription-size 12.2 g 7DMT609 3 120 120(118-122) 165(163-168) 27%
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not tested in that study. Wolf and Cochran found

that six of the 1 3 sample-size MDIs had exceeded

the discard point when they observed a "tilt" in the

floating pattern. In their study, three of the

sample-size Serevent 6.5 g canisters tested "tilted"

when the discard point was exceeded by 25

percent. In this study, the seven sample-size

Serevent 6.5 g and seven Vanceril 84 DS 5.4 g

MDIs tilted when the discard point was exceeded

by 50 percent. Our findings would support Wolf

and Cochran's generalization that the tilt in the

floating patterns of sample-size MDIs will occur

after the discard point has been reached and

would not assist the asthmatic patient in deter-

mining when to replace the MDI.

Our study of the prescription-size Vanceril 84 DS

12.2 g and Serevent 13 g only partially sup-

ported Wolf and Cochran's generalization that

the floating pattern of all prescription-size MDIs

can predict when to discard the inhaler. The

investigation found that all 1 1 of the

prescription-size MDIs tested, including Serevent

13 g, tilted prior to reaching the discard point.

We found this to be the case with Vanceril 84 DS.

The seven 1 2.2 g canisters we tested had a mean
tilt point at 1 20 actuations, which is 1 00 percent

of the discard point. However, we were unable

to reproduce Wolf and Cochran's tilt point of the

Serevent 1 3 g canister, which was 92 percent of

the discard point. The seven tested Serevent 13 g

MDIs tilted at a mean 110 percent past the

discard point. The variance in findings between

these two Serevent 13 g prescription-size MDI
studies most likely reflects a difference in the

methodology of testing. Wolf and Cochran had

vigorously shaken the inhalers between each

actuation without waiting, and test floated every

five actuations. In our study, each canister was

shaken vigorously before each actuation with at

least one minute separating each actuation.

Float testing began at 80 percent of the discard

point. The difference in methodology yielded a

greater number of actuations to the tilt point for

both 6.5 g (75 vs 90) and 1 3 g (I 10 vs 1 33) MDIs.

We examined only two asthma MDI products. A
more comprehensive examination of other

prescription-size MDIs is required to see if they

would also fall outside Wolf and Cochran's

second generalization when tested with a one

minute lapse between each actuation.

A fundamental design issue for all MDIs is a

requirement that an excess of the propellant and
drug formulation be placed in the MDI canister

at the time of manufacturing to assure reliable

delivery of the labeled dose from the actuator

throughout the labeled number of actuations

stated in the product labeling.5 This means that

the MDI canister will not be empty of propellant

and drug formulation when the labeled number
of actuations have been delivered to the patient.

Unfortunately, the dose delivered from the MDI
beyond the labeled number of actuations is

highly variable and the tail off pattern for each

MDI product may differ significantly from the

pattern of other MDI products.4 This fact is

related to the fundamental design differences

between various MDI products. Several drug

information specialists, who were not permitted

to provide precise information about their

company's MDI products, estimated that most

MDIs contain at least ten percent excess propel-

lant and drug formulation in their canisters. One
company, which requested anonymity, shared

on file data in which their inhaled corticosteroid

MDI gives consistent dosing of product up to 20

percent beyond the discard point. It is possible

that the tilt point of Serevent 13 g (133 actua-

tions) may fall within the range of the ten percent

in excess of the labeled discard point (120

actuations) in this prescription-size MDI. Access

to these pharmacologic bioavailability data on

file may yet validate test floating as a tool for

determining when to discard the MDI canister.

The float test is a commonly used, but overly

simplistic and poorly validated method to deter-

mine when a MDI should be discarded. 1 Both

this report and that of Wolf and Cochran are

flawed in the methodology used to compare the

floating patterns of MDIs to the labeled number

of actuations. A critical aspect of MDI perfor-

mance testing is missing in both papers, namely
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quantitative and rigorously validated tests for the

amount of drug substance delivered from the

actuator and the particle size distribution of the

delivered drug substance for each actuation up

to and beyond the labeled number of actuations

for the product. Without this fundamental infor-

mation, a valid conclusion cannot be reached

regarding the accuracy of the tilt point in deter-

mining when a MDI should be discarded. Fur-

thermore, floating a MDI canister in water may
damage the canister by allowing water ingress

which can adversely impact the performance of

the MDI. In fact, the Vanceril 84 meg product

tested in this study is packaged in a moisture

protective pouch to guard against atmospheric

humidity. Therefore, the float test is not only

unreliable as an indicator of when a MDI should

be discarded, it may also adversely affect the

performance of the MDI and result in unreliable

dosing even though the MDI has not yet reached

the labeled number of actuations.

We would agree with Wolf and Cochran that part

of the FDA's rigorous control testing to assure

that patients receive a device that performs

reliably should include float testing with dia-

grams indicating the remaining amount of for-

mulation in the canister. A carefully validated

float test, supported by a quantitative measure of

drug concentration and particle size, would be a

superior method to counting each actuation, as

the asthmatic patient determines when to discard

their MDI.

Electronic counting devices have been devel-

oped. The Doser®, manufactured by New Med
in Waltham MA, is one such device. Counting

devices attach to the MDI and provide a read out

of the number of actuations used. These devices

are commercially available; however each

counter can track only one MDI at a time. With

the advance and application of microprocessor

technology, MDIs of the future may be capable

of both counting the number of actuations as

well as monitoring compliance with treatment by

recording the date and time of each actuation.

Currently, there is a device available (SmartMist

by Aradigm - Hayward CA) which can monitor

compliance, measure peak flow value and opti-

mize drug delivery; however, this device does not

track the number of actuations.

The pharmaceutical industry is making plans to

phase out inhalers containing CFCs because of

their harmful effect on the earth's ozone layer.

Dry powder propellants for individuals with

asthma have been available in other countries

and are now available in the United States.

Pulmicort (budesonide - Astra), an inhaled corti-

costeroid, and Serevent Diskus (salmeterol -

Glaxo-Wellcome), a long-acting bronchodila-

tor, have markers or dose counters that indicate

when the inhaler should be replaced. In the

future, questions regarding when to discard the

asthma inhaler may be an issue of the past.
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LETTER TO THE EDITOR

NSAID Use in Populations

At-Risk for UGI Hemorrhage

Edward R. Sobel, D.O.

As part of a recent Health Care Quality Improve-

ment Program project, the West Virginia Medical

Institute (WVMI) — Delaware's Medicare Quality

Improvement Organization — found that more
than 50 percent of beneficiaries admitted with

upper gastrointestinal hemorrhages were on a

nonsteroidal antiinflammatory drug (NSAID) at

the time of admission. That figure includes

prescription NSAIDs, over-the-counter, or both,

and is five times the rate of seniors admitted for

other problems. In a similar study done on the

west coast, 59 percent of patients admitted with

a UGI hemorrhage had a previous history of

either UGI bleed or peptic ulcer disease.

While there is no denying the effectiveness of

NSAIDs in the treatment of various disorders, it is

Edward R. Sobel, D.O., is the Principal Clinical Coordinator for

the West Virginia Medical Institute - Delaware's Medicare Qual-

ity Improvement Organization.

incumbent on practitioners to be aware of the

risks associated with this age group in using

these medications and to use them judiciously.

At routine visits, we should be reviewing all

medication use, including over-the-counter prod-

ucts. NSAIDs are portrayed in the media as

effective relief agents without warnings about

their side effects. As a result, many seniors

consider them innocuous pain relief agents.

To reduce the risks to patients, we should keep in

mind the following opportunities to safely use

these medications:

• Use prostaglandin analogues (Misoprostol).

• Use acetaminophen and other analgesics with

or instead of NSAIDs as adjunctive or alternate

therapy in appropriate cases.

• Use other drugs for algesia in patients with

rheumatoid arthritis who are at-risk.

• Titrate dosage to symptoms.
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Use non-acetylated salicylates.

• Use low-dose, short-term NSAIDs when ap-

propriate for circumstances.

By increasing our awareness of the use of these

medications in an at-risk population, we can do

a great deal to reduce the morbidity and mortal-

ity associated with NSAID use.

Detailed results of this study are available through

the WVMI office at 302-655-30 77.
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EDITORIAL

The Unspoken Affliction

Michael R. Zaragoza, M.D.

A distressing medical problem affects nearly one

out of 25 people in North America yet receives

little attention in the public eye and, unfortu-

nately, in some medical communities. It is not a

cancer, infection, or incurable disease but its

impact on those affected can be devastating. It is

one of the most widespread but least discussed

medical conditions in this country. The problem

is that of urinary incontinence, which affects at

least 20 million American women and men of all

ages and walks of life.
1

The numbers associated with incontinence are

truly staggering. Approximately one-fourth of

individuals in the community over 60 years of

age and more than one-half of nursing home
residents suffer from urinary leakage. In fact, it is

Michael R. Zaragoza, M.D., is Associate Editor of the Delaware

Medical Journal and Medical Director of the Continence Center

of Delaware. He practices Urology in Dover, Delaware.

the leading cause for admission to a nursing

home. Even more startling is the prevalence

among individuals aged 15-65. Up to 20 per-

cent of all women and five percent of men in this

age group experience an involuntary loss of

urine. 2
In a survey of healthy, nulliparous women

between the ages of 1 7-25 years, 5
1
percent had

experienced stress incontinence.3

The financial implications of incontinence are

equally astounding. The direct costs of caring for

incontinent persons in this country exceed ten

billion dollars annually, which surpasses annual

expenses related to dialysis and open-heart sur-

gery combined.4 Particularly revealing is the fact

that 25 percent of feminine hygiene products are

used for incontinence, not menstruation.5

Unfortunately, the condition carries a social

stigma and remains largely unspoken due to

prevailing negative attitudes about bodily func-
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tions. Embarrassment and shame make it diffi-

cult for those affected to admit they leak urine,

even to someone they trust. Often, it is dismissed

as a part of aging or accepted as a side effect of

childbirth. For many, the condition results in a

significant change in life-style, leading to re-

duced social contact, avoidance of physical or

sexual activity and missed career opportunities.

In order to adequately address the problem,

providers and patients alike must realize that

incontinence is abnormal at any age. It is not a

disease, but rather a symptom of an underlying

cause which, in most cases, is treatable. Func-

tional causes include infrequent voiding, consti-

pation, immobility, and medications such as

diuretics, anticholinergics, and those with

alpha-receptor properties. Typically, the condi-

tion is classified into three categories: (1) ur-

gency incontinence, (2) stress incontinence and

(3) overflow incontinence. Certain neurologic

abnormalities may result in one or more of the

above types.

In young healthy women, the common causes

include recurrent bladder infection, muscle dam-

age during vaginal childbirth, and nerve dam-

age from pelvic surgery (including cesarean de-

liveries and hysterectomies). In women over

the age of 50, factors include restricted mobility

due to illness, and lowered estrogen levels.

Urinary leakage in men may be related to an

enlarged or abnormal prostate, urethral scarring

or previous surgery on the prostate or colon.

A pervasive myth about incontinence — held by

patients and even some physicians — is that

nothing can be done. All too often, individuals

resort to self-treatment with absorbent pads and

garments, which can cost hundreds of dollars

per month. This remains a common occurrence

despite the fact that a wide range of successful

definitive treatments are available today.

Noninvasive means include behavioral modifi-

cation and biofeedback-assisted pelvic muscle

strengthening. In addition, a new anticholin-

ergic-like medication that lacks the annoying

dryness side effect seen previously is now avail-

able. Technological advances have led to mini-

mally invasive treatment (transurethral collagen

injection), as well as effective and durable surgi-

cal procedures such as the pubovaginal sling.

In an era where increasing emphasis is placed on

quality of life, the issue of urinary incontinence

can no longer be ignored . The social, psycho-

logical, medical, and financial implications of

this widespread condition are substantial. Unfor-

tunately, the topic often remains overlooked

during routine physician visits where standard

health maintenance issues such as blood pres-

sure, cholesterol levels and cancer screening are

emphasized. Information regarding urinary leak-

age is rarely volunteered by the affected patient

and, as such, the burden shifts to us. Inconti-

nence will never receive the attention it deserves

unless we make a concerted effort to raise the

question and educate our patients. Only then

can incontinence come "out of the closet" as a

health issue.
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BOOK REVIEW

Plagues and Politics
Fitzhugh Mullan, M.D.

Basic Books, Inc., New York - 1989

223 pages

David Platt, M.D.

This book is the history of the United States Public

Health Service, written by one of its commis-

sioned officers for its centennial year, covering

all of its activities from privy building to care of

men in space.

It is richly illustrated with a photograph on almost

every other page, many of which are full page

photos.

It began as The Marine Hospital Service to care

for sick and disabled seamen. Its case load then

consisted primarily of trauma and venereal dis-

ease
( 40 percent of the sailors had it). From this

David Platt, M.D., is a member of the Medical Society of Dela-

ware and is a contributing author to the Delaware Medical Jour-

nal.

evolved the present day U.S. Public Health Ser-

vice with its many functions, including health

care of the general population, biomedical re-

search, disease control, health protection, and

health education. It has made successful assaults

on typhus, malaria, yellow fever, pellagra, and

hookworm disease. Its affiliated activities and

organizations today include the Indian Health

Service: Alcohol and Drug Abuse Division, Men-

tal Health Administration, Biomedical Research,

National Institutes of Health, The Centers for

Disease Control and Prevention, and the Food

and Drug Administration.

Through the years, the U.S. Public Health Service

has stimulated the growth of state and local

health departments to join in its work. It lists as

its prime present concerns and problems that
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must soon be tackled: 40 million Americans

have no health insurance, one million are HIV

positive, 30 percent of adults smoke, cancer is

widespread, we have an epidemic of illicit drug

use, our homicide rate is among the highest in

the world, and our infant mortality rate is worse

than that of fifteen other countries.

This book is a strikingly interesting story of the

more than 100 years of the U.S. Public Health

Service. In conclusion, Dr. Mullan summarizes:

"As in the past, the tonics for today's

public health dilemmas will certainly

come from a blend of science and gov-

ernment— the Public Health Service will

be a part of those solutions, mediating

between the laboratory and the law, the

individual and the government, the

plague and the politics."

NEWARK OFFICE SPACE
TO SHARE

• Just off 95

• Charming Newark location

• Convenient to Christiana and Union

Hospitals

• Parking

• 4 Exam rooms

• Private Consulting room
• Fax, Copier, Phone system

• MCR/BC computer link

Ideal SATELLITE OFFICE available

due to retirement of associate.

Available Immediately.

Call: 302-368-2563 Fax: 302-368-3445

.

When you have a physical disability,

people often assume you have a mental

one as well. But Zach Hastings, born with

spina bifida, has a reading level way above

his peers’. When Zach was only 6 months

old, he entered the Easter Seals early

intervention program- designed to

Giving ability a chance.

give babies and infants the best

developmental start. Now, as a second

grader, Zach continues to work with an

Easter Seals physical therapist to gain the

greatest amount of independence possible.

Now it seems everything’s within reach.
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IN BRIEF

WITHOUT U, THERE'S NO WAY — THANK
YOU FOR YOUR SUPPORT

For over half a century, United Way of Delaware

has been rooted in our neighborhoods and in

touch with our lives. This year alone, the United

Way will touch the lives of over 150,000

Delawareans — one in every three people in our

state. This investment in the community is an

important part of what makes Delaware a better

place to live, work and raise a family — 365 days

a year.

As physicians, you understand the value of giving

back to the community — with your time, talent,

and financial support. The United Way also gives

back to the community ... $0.91 of every dollar

raised is invested in vitally important patient-

focused community programs. Last year, the

United Way posted a successful Physicians'

Campaign, with personal gifts averaging nearly

$300 and many individuals, practices, and

managed health care organizations exceeding

that generous level. Your financial support has

helped fund cutting-edge programs at the Alliance

for the Mentally III, the American Cancer Society,

the American Red Cross, the Delaware Adolescent

Program, and more than 50 other health and

human service agencies.

The United Way has written a letter to the Medical

Society thanking all of our members for their

outstanding support. An excerpt from that letter

reads: "All of us — volunteers, staff, and

participants — at United Way would like to express

our gratitude to you for your trust in our programs

and services. Our goal is to continue serving you

with the same success, strength, and human
understanding which have made us a force in this

community for over half a century. We know

United Way is important to you ... we hope you

know how important you are to us."

LEWIS B. FLINN LIBRARY RECEIVES
OUTREACH GRANT

The Lewis B. Flinn Library of the Delaware Acad-

emy of Medicine has announced their receipt of a

$45,000 outreach grantfrom the National Library

of Medicine. This grant will enable the library
,
in

conjunction with the Delaware HIV Consortium, to

offer information services to persons with HIV/

AIDS, their caregivers and health professionals.

The one year project will establish Internet connec-

tions at Consortium-sponsored sites in all three

counties, and provide trained medical librarians to

teach classes in searching the medical literature

and locating information ontheWorldWideWeb.
On-line training will focus on four National Library

of Medicine databases: AIDSLINE, AIDSTRIALS,

AIDSDRUGS,and PubMed. For more informa-

tion, contact Gail Gill at 302-656-6398.

IT’S ROSTER TIME!

The Medical Society of Delaware will be publish-

ing the next edition of its Pictorial Rosterin Novem-

ber of 1998. This widely-used resource has

proven to be a valuable reference for physician re-

ferral throughout Delaware. The Roster provides

practice information forall MSD members in good

standing.

Your office should have received a letterand infor-

mation form regarding your entry in the roster. It is

imperative that you reviewthe information care-

fully and that you return your form promptly. If you

did not receive a form, please contact Cindy

Wright at the Medical Society office (302-658-

7596).

We will begin taking roster orders in the fall.
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ADVERTISERS

The Delaware Medical Journal is a monthly

publication of the Medical Society of Dela-

ware. The Journal reaches approximately 80

percent of the state's physicians, as well as

medical libraries, and hospitals; its circula-

tion is approximately 1 ,630.

Full-, half- and quarter-page advertisements

are accepted. Half- and quarter-page ads

may be either vertical or horizontal. The

Journal can provide such services as four-

color or matched color ads; camera work

(halftones, line shots); and typesetting.

Closing for space reservations is the first of

the month, two months prior to publication.

Closing for materials is the first of the month,

one month prior to publication.

All advertisements are subject to approval by

the Publications Committee of the Medical

Society of Delaware.

Fora media kit or for more information, call

Kristine Riccardino at 302-658-7596 or 800-

348-6800 (Kent or Sussex Counties).
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The Optimum
Referral Option

The Arbors at New Castle

Subacute and Rehabilitation

Center is a 120-bed Center

specializing in providing the

area's finest subacute,

rehabilitation and basic

healthcare services.

In today's cost conscious

environment, healthcare

roviders are increasingly

eing asked to produce
optimal medical results at

minimal costs. That's

precisely what the Arbors

at New Castle is designed,

staffed and equipped to do.

When combined with

our physician-driven

interdisciplinary team
approach to delivering

care, our subacute care helps

high acuity patients recover

quickly, at costs that are

30-60% less than comparable

care in an acute care setting.

In addition to our basic

healthcare services, we
provide care through

specialized subacute

programs in the areas of:

A Respiratory

A Medical Rehabilitation

A Digestive Diseases

A Cardiac Recovery

A Infusion Therapy

A Wound Care

For more information

and a copy of our video

call 328-2580.

ARBOR
ARBORS AT NEW CASTLE

Subacute and Rehabilitation Center

32 Buena Vista Drive

New Castle, DE 19720

(302) 328-2580



• • • •

Papastavros’ Associates Medical Imaging,LLC

Committed. . . To you and your patients!

R
JLJl- maintaining a leadership role in the deliv-

ery of high-quality healthcare, Papastavros’

Associates Medical Imaging,LLC

provides a full spectrum of quality, state-of-

the-art diagnostic imaging services in a caring

and comfortable environment.

Imaging services provided include:

* X-Ray

* M R I scanning

/Open Scanning

* Ultrasound,

including Cardiac

* Spiral C.T. Scan

* Mammography/

Core Biopsy

• Dual Energy Bone

Densitometery

Nuclear Medicine

• Spect Thallium/

Cardiolite

• Scintmammography

Our Women’s Centers are designed to address

the health care needs of all women:

• Mammography services provided by a staff of

highly trained technicians and dedicated

professionals.

• OB and breast sonography, echocardiography,

cardiac stress and doppler scans.

« Stereotactic breast biopsy, the latest

technological advance in breast cancer detection

• Dual Energy Bone Densitometry to detect and

monitor osteoporosis comfortably, quickly,

safely and precisely

Papastavros’

Associates

MEDJCAL

We’re there where you need us!

14C are pleased to welcome new

facilities in Milford, Lewes and

Glasgow. Full service imaging includ-

ing a technically advanced “Open”

MRI for claustrophobic, pediatric, and

handicapped patients is now available

at our office in the Glasgow

Medical Center.

• Wilmington

1701 Augustine Cut-Off

Suite, 100, Bldg. IV

Wilmington, DE 19803

(302) 652-3016

• Glasgow

2600 Summit Bridge Road,

Suite 122

Glasgow, DE 19702

(302) 832-5^90

• Newark

40 Polly Drummond Hill Road,

Suite 100, Bldg.4,

Newark, DE 19711

(302) 737-5990

• Healthcare Center at Christiana,

200 Hygeia Drive,

Newark, DE 19702

(302) 421-2121

Other Convenient Locations:

1508 Pennsylvania Avenue (302) 655-4042

2700 Silverside Road (302) 478-1100

1805 Foulk Road Suite 1 (302) 475-8036

420 Christiana Medical Center (302) 368-3959

1320 Philadelphia Pike (302) 792-2529

1941 Limestone Road (302) 633-9873

702 Delaware Street, New Castle (302) 328-1502

Omega Professional Center (302) 738-5500

5317 Limestone Road (302) 239-9415

550 Stanton-Christiana Road (302) 633-9910

314 E. Main St., Newark, (302) 455-0775

111 Railroad Ave. Elkton, MD (410) 392-6155

556 S. DuPont Hwy, Milford, (302) 424-4163

1539 Savannah Rd., Lewes (302) 655-2590
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Community Imaging Center
At Limestone Meets

All Your Medical Imaging Needs.
Limestone Medical Center

1941 Limestone Road, Suite 214
Wilmington, DE 19808
Telephone: (302) 892-6200
Fax: (302) 892-6206
Internet: www.communitymed.com

David S. Grubbs, M.D., FACC, FACP
Medical Director

Frank DiGregorio, CNMT, RDMS
Director of Diagnostic Imaging

Community Imaging Center Offers:
HE

BMHBlHi

Therapy

1-

131 Thyroid Ablation

Strontium/Bone Metastases

Cardiology
Cardiovascular Stress Test

2-

D Echocardiogram

ECG
Holter Monitor

Loop Monitor

Signal Averaged ECG

Ultrasound
Abdominal
Breast

Extremity

Obstetrical

Pelvic

Retroperitoneal

Testicular

Thyroid

Transvaginal

Vascular Ultrasound
Arterial Duplex Scan

Carotid Duplex
Venous Duplex Scan

Nuclear Medicine
Abcess Localization

Brain Scan

Bone Scan

First Pass

Gastric Emptying Scan

Gastrointestinal (GI) Bleed Scan

Gated Blood Pool (MUGA) Scan

Hepatobilary (HIDA) Scan

Liver and Spleen Scan

Lung Scan

Meckel’s Scan

SPECT Myocardial Perfusion Scan

(Cardiolite or Thallium)

Parathyroid Scan

Renal Scan

Testicular Scan

Thyroid Carcinoma Metastases

Imaging

Thyroid Scan

Tumor Localization

Offering imaging with:

Cardiolite ivp r̂ŝ tine

Prompt, courteous service • Test results available in 24 hours or less • Allpositive tests called andfaxed

There’s a Community Medical Center Near You:

Silverside Medical Center

2700 Silverside Road
Wilmington (302) 478-1100

Medical Aid Unit

Laboratory
X-Ray

Limestone Medical Center

1941 Limestone Road
Wilmington (302) 992-0500

Medical Aid Unit

Laboratory

X-Ray
Ambulatory Surgery

Community Imaging Center
Nuclear Medicine
Ultrasound
Cardiology
Therapy

p^jedical (are, Inc munityJmaging (enter

Serving and managing the outpatient needs of the community A division ofCommunity Medical Care, Inc.

with quality, affordable medical care since 1978



immunityJmaging (Snter
a division of Community Medical Care, Inc.

ARE YOUR FEMALE PATIENTS GETTING THE BEST
POSSIBLE MYOCARDIAL PERFUSION TESTS?

JACC VOL. 29, No. 1

(Journal American College of Cardiology)

JANUARY 1997:69-77

“Comparative Diagnostic Accuracy of Tl-201 and Tc-99m Sestamibi SPECT Imaging (Perfusion and

ECG-Gated SPECT) in Detecting Coronary Artery Disease in Women”

Conclusions: Thallium-201 and Tc-99m Sestamibi myocardial perfusion scintigraphic studies have

similar sensitivities in the detection ofCAD in women. However, the specificity of Tc-99m Sestamibi is

significantly higher than that of Tl-201 . This specificity is further enhanced by the use of ECG-Gated

SPECT Tc-99m Sestamibi imaging.

Community Imaging Center was the first lab in Wilmington to routinely

perform ECG-Gated SPECT using Tc-99m Sestamibi (CARDIOLITE)™
on all patients. ECG-Gated SPECT provides perfusion, wall motion and

Ejection Fraction in one study.

HERE IS WHAT OUR PATIENTS HAVE TO SAY ABOUT US

“Last Friday, I had a Cardiolite stress test at your facility. This could have been an

awkward and unpleasant experience; but due to the professionalism and courtesy

exhibited by the employees of your Center, I felt comfortable and reassured. Please

accept my thank you and gratitude. I will pass my opinion on to my doctor (...) and

remain sincerely (...)”.

• Prompt, courteous service • Test results available in 24 hours or less • All positive tests called and faxed

We participate with virtually all insurance carriers

Phone: 302-892-6200 Fax 302-892-6206 Internet: www.communitymed.com



Medical Society of Delaware
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Officers

Stephen S. Grubbs, M l). President.
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INSTRUCTIONS TO AUTHORS

The Delaware Medical Journal (DMJ) is owned and

published by the Medical Society ofDelaware as a medium of

communication, education and expression for its members,

and also for others striving for excellence in medical

practice. Articles in the DMJ are intended to be scientific

and educational and are not intended to reflect standards of

medical care. All material published is under copyright. On
receipt of material submitted for publication, a suitable

release form will be sent for signature by all authors.

Scientific articles on medical matters are especially

welcomed, including case reports, clinical experiences,

observations and information on matters relevant to medical

practice. Other material may also be accepted if the editorial

staff deems it of interest to DMJ readers. All submissions

should include a brief summary and a brief (one to two

sentence) biographical sketch of all authors.

It is highly recommended that authors familiarize

themselves with DMJ style before submitting manuscripts

for consideration.

All material for publication should be submitted on a 3 1/2"

computer diskette in WordPerfect 6.0 or Word 6.0. A
printout of the manuscript must accompany the disk.

Manuscripts may also be submitted in paper form (typed or

printed out on good-quality paper - one side only, double-

spaced, one-inch margins), though computer disk is

preferable. The ideal manuscript length is two to 12 pages

with up to 12 references, each keyed with superscripts in the

text in the order cited. The format should follow that used in

the Index Medicus. Authors are responsible for the accuracy

of the citations.

Graphs, charts and black-and-white glossy photographs are

accepted if important to the understanding of the text, but

should not exceed four or five pieces. Each should have a

label affixed on its back indicating its name, number, and

“top.” A separate legend should be provided for each. Do not

write on the back, or scratch or mar them using paper clips.

Do not mount them on cardboard.

Photos of patients should generally be taken in a way that

obscures the patient’s identity. Photos in which a patient’s

face must be clearly seen, however, must be accompanied by

signed release forms.

All manuscripts are reviewed by the editor and all scientific

articles are then sent for peer review by members of the

Editorial Board and/or other appropriate physicians. The

usual processing time to publication is two to four months,

though in some circumstances this may be longer or shorter.
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IT TAKES MORE THAN A

BEDSIDE MANNER IN MEDICINE

... AND INSURANCE!

It certainly helps to be pleasant, but it’s not enough. It’s knowledge that counts.

Putting it all together to come up with a solution.

In the held of physician ’s insurance . .
.
professional and personal . . . we have

followed a similar course. We offer you a total package that covers all your

insurance needs.

Centralization is not the only reason for selecting MSDIS/PLI/XUTZ. The Medical

Society of Delaware benefits as well.

Call MSI)IS/P1J/ZUTZ at 658-80(X) today,

find out why it pays to create a single source for all your insurance.

V



Advanced CT Imaging
at Theee Locations

Brandywine Imaging Center,

Omega Imaging Center, Pike Creek Imaging Center

Diagnostic Imaging Associates, P.A. has three locations in

Northern Delaware providing advanced Computerized Tomography (CT) imaging;

Brandywine Imaging Center in North Wilmington, Pike Creek Imaging Center

in the Pike Creek area and Omega Imaging Associates for your patients

in the Newark area. DIA’s high resolution scanners are capable of

dynamic scanning and spatial resolution of .5 millimeters. Each facility has a

board certified radiologist on staff with special fellowship training in body CT. For your

convenience, patients can be scheduled same day with wet reading faxed immediately.

Diagnostic Imaging Associates accepts virtually all HMO, PPO and

Fee For Service health insurance plans including;

Principal, US Healthcare and all Blue Cross Blue Shield programs

Our full range of out-patient imaging services include:

• High-Field MRI • New spiral CT scanning • Ultrasound including Color Doppler

• Fluoroscopy • Mammography • Nuclear Medicine and General X-ray

For information and the office nearest you, please call 302-425-4DIA.

“At DLA we strive to be the best not the biggest”

Diagnostic Imaging Associates, PA

Brandywine Imaging Center • 701 Foulk Road • Suite E-1 • Wilmington • 654-5300

Omega Imaging Associates • L-6 Omega Professional Center • Newark • 738-9300

Omega Magnetic Resonance Imaging Center • L-6 Omega Professional Center • Newark • 738-9300

Omega Medical Center • K-15 Omega Professional Center • Newark • 368-5100

Omega Nuclear Diagnostic Center • K-15 Omega Professional Center • Newark • 368-8150

Pike Creek Imaging Center • 3105 Limestone Road • Suite 106 • Wilmington • 995-2037

Wilmington Magnetic Resonance Imaging Center • 1020 Union Street • Wilmington • 427-9855
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/ S UPE

EXPERTISES U R.PmS'E

Christiana Care Imaging Services

has two locations to serve you.

State-of-the-art mammography,

x-ray and ultrasound services are

available at our new location

in Foulkstone Plaza in

Brandywine Hundred.

Most insurance companies accepted.

Accredited by the American College

of Radiology.

For centralized scheduling call: 302-731-9860

FOULKSTONE PLAZA

140 1 FOULK ROAD

WILMINGTON, DE 1 9803

302-477-430

0

MEDICAL ARTS PAVILION

473 1 OGLETOWN-STANTON ROAD

NEWARK, DE 19713

302 - 731-9800

Christiana Imaging Center is now

ChristianaCAre
Imaging Services



MSD: An Effective 1998 Legislative Strategy

The 139th Delaware General Assembly recessed

on June 30, 1998. Your Medical Society has

represented you with one of its highest levels of

legislative activity in years.

MSD-initiated legislation, SB 194 and HB 673,

successfully passed the General Assembly.

SB 194 establishes due process for physicians

contracting with managed care organizations.

This law requires publication of application cre-

dentials required of physicians wishing to join

a managed care plan as well as due process

should a physician's existing contract with a

managed care organization be cancelled or not

renewed. This legislation should protect both

patients and physicians from silent "gag
clauses." HB 673 adds a physician representa-

tive to the Workers' Compensation Advisory

Group that consults with the Department of La-

bor. The representative will be designated by

the MSD.

Strong lobbying efforts by the MSD, combined
with responses to the Society's Legislative Alert

by individual physician members, have led to

the defeat of HB 650, which proposed to

lengthen the statute of limitation to file suits

for medical negligence. However, the General

Assembly approved House Concurrent Resolu-

tion 94, which establishes a Medical Negligence

Statute Review Task Force. This task force will

review and report recommendations about the

current medical negligence statute of limitation

and other related issues. The MSD will appoint

two physicians to participate on this task force.

This will be an extremely important and sensi-

tive process for the physicians of Delaware. We
hope to review carefully and have the opportu-

nity to reform our existing medical liability stat-

utes.

SB 339, allowing pharmacists to administer in-

jectable medications and vaccines and to pro-
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vide finger stick lab testing, passed the Gen-

eral Assembly after significant revisions nego-

tiated by the MSD and DHSS Secretary Gregg
Sylvester, M.D. Pharmacists will be required

to meet standards established by the Board of

Medical Practice, can administer injectables

only with an attending physician prescription

or protocol, and must report laboratory test re-

sults to an attending physician.

Your Society was also committed to legislation

that did not come to vote. These efforts included

initiatives to require HMOs to provide "point of

service" plan options to enrollees (HB 384), ac-

countability of medical reviewers (SB 396), and
Delaware medical licensure for "tele-medicine"

practices that included HMO medical director

decision making (SB 325).

I would like to acknowledge and commend sev-

eral individuals who contributed to our success-

ful legislative season. Foremost, legislative li-

aison Phil Corozzi provided our Society with an

extraordinary presence in Legislative Hall with

his professionalism and Herculean time com-

mitment. Clearly, all Delaware physicians owe
Phil their thanks and gratitude for effectively

representing us. MSD Executive Director,

Mark Meister, and Associate Executive Direc-

tor, Beverly Dieffenbach, contributed tireless

energy, invaluable research, and coordination

of our activities. MSD members Stephen
Permut, M.D., Michael Pasquale, M.D., and
Secretary Gregg Sylvester, M.D., as well as the

Society's legal counsel, Victor Battaglia, pro-

vided critical testimony and support ofMSD po-

sitions. Public Laws Committee chairs, Jorge

Pereira-Ogan, M.D. and Dorothy Moore, M.D.,

supported our process. Finally, all members who
responded to MSD Legislative Alerts and con-

tacted their representatives or participated in

the Legislative Hall "Doctor of the Day," pro-

gram proved to be an effective force.

This has been my first in-depth experience with

the legislative process, and I would like to share

my reflections. I believe the MSD has had a

strong year contributing to the legislative pro-

cess. Wilmington's News Journal acknowledged
our efforts by reporting that physicians are a

"politically powerful force in Legislative Hall."

I have also concluded that physicians can be

even more influential in championing legisla-

tion to improve health care in Delaware. The
legislative process is time consuming, but to be

successful in Dover it is imperative that we re-

cruit more dedicated physicians willing to con-

tribute their time and to be present in Legisla-

tive Hall to articulate the positions of organized

medicine. More year-long planning and re-

search is required to successfully develop, in-

troduce, and pass MSD initiated legislation.

Streamlining our legislative process is under
study by our Long Range Planning Committee.

Finally, higher physician member participation

in DELPAC will assist our efforts.

I am proud of the commitment and efforts made
by our Society and the individual members of

our "team" this year for an effective and pro-

ductive legislative season.

Best Regards
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School Health Talks

Update 1998

David Platt, M.D. - Physician Coordinator

Coreen M. Haggerty - Director of Professional Education and Community Affairs, MSD

Physicians and Educators for Improved Stu-

dent Health, a cooperative effort between the

Medical Society of Delaware, the Division of

Public Health, and the Department of Public

Instruction, is an initiative designed to offer an
organized series ofhealth awareness talks given

by local physicians to students in Delaware

classrooms. This program was launched during

the ‘89-’90 school year with the support offormer

Delaware Governor Michael N. Castle, former

Secretary ofHealth and Social Services Thomas
P. Eichler, and Paul R. Fine, President of the

Delaware State Board of Education. Presenta-

tions were originally made to classroom-sized

groups of students, in the ninth through twelfth

grades. At the request of the teachers, the

program was extended gradually to all grades,

first through twelfth. Similarly, beginning

September 1989, the program included only

public schools, and only those in New Castle

County. In September 1991, the talks were
extended throughout the state and to parochial

and private schools.

Each “school talk” presentation provides stu-

dents with practical, concise health informa-

tion. At each session, a videotape is shown on
the topic of the day followed by a brief, informal

talk by the physician. Questions or comments
from students and teachers are invited. Stu-

dents ask quite meaningful questions, thereby

proving they have a great deal of information ...

combined with a great deal of /misinformation.

They are invited to phone Tel-Med for further

information.

At its inception, this program offered nine sub-

jects, and the teachers were invited to suggest

others. The list has been expanded to include

more than 30 topics, and there will certainly be

future additions. The current list is detailed in

the box below.

Topics - School Health Talks

- Aging
- AIDS
- Alcoholism

- Anxiety and Depression
- Becoming a Family Dr.

- Breast Self Exam
- Cholesterol & Diet

- Circulatory System
- Date Rape
- Drug Abuse
- Eating Disorders

- Fetal Alcohol Syndrome
- Health Issues for Youth
- Health Problems of

Minorities

- Hygiene
- Hearing Loss from Loud

Music
- Nutrition

- Occult

- Prevention ofTeen
Violence

- Puberty

- Self-Esteem &
Assertiveness

- Sexual Abuse
- Sexual Harassment
- Sexually Transmitted

Diseases
- Sexual Development
- Skin Cancer
- Smoking
- Steroids

- Stress

- Teenage Pregnancy
- Teenage Suicide

- TesticularCancer
- Myasthenia Gravis

Based on the amount of interest by teachers,

and ultimately the interest expressed by stu-

dents, response to this program has been good.

In a world of enormous stresses, especially for

young people, we believe this initiative serves a

real need. The reward to the participating

physician is the recognition that he or she is

helping students cope.
(Continued)
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All volunteers decide what subjects to cover,

when to cover them, and how often to do so.

Your agreement to participate will be secured

on a talk-to-talk basis. Each time you will be

given a transcript of a talk which you can use as

is, or modify as you see fit. You will also be given

an appropriate videotape on the subject, to

complement your verbal presentation.

The Medical Society of Delaware is working on

ways to publicize this program to more teachers.

Due to the increasing publicity, this service is

requested more often as time progresses, and
we therefore urge those of you who have given

talks before to renew your commitment. We
also request involvement by some of you who
have not participated. We find this program is

well-established in New Castle County, but more

physician participation is always welcome . How-
ever, we are receiving more and more requests

for talks from schools in Kent and Sussex Coun-

ties and are in urgent need of more physician

participation there.

The Administrative Coordinator for this pro-

gram is Coreen Haggerty, Director of Profes-

sional Education and Community Affairs at the

Medical Society of Delaware. David Platt, M.D.
is Physician Coordinator, responsible for writ-

ing talks, securing videotapes, and fielding prob-

lems. Rhoslyn Bishoff, M.D. is Physician Coor-

dinator for Kent County, and Ilona T. Szucs,

M.D. is Physician Coordinator for Sussex County.
To participate in this program or for more infor-

mation about it, please contact any one of these

four coordinators.

Another program that occurs annually is Doc-

tor/Lawyer Talks Against Drug and Alcohol

Abuse. Currently in its seventh year, this

program was initiated by the Delaware Trial

Lawyers Association. Once a year, a team of one

doctor and one lawyer visits a cooperating

schools. Each professional gives a presentation,

then students ask questions about drug or alco-

hol problems.

This year, the talks were held on Wednesday,
March 11. For the 1998 - 1999 academic year,

the talks are planned for February of 1999. If

you volunteer, you will be supplied with ample
background material well in advance. The
students need you. Please help.

The following is a list of the doctors who served in

the School Health Talks program this year.

Thank you once again for your help.

Charles Allen, M.D.

Dorotea Calilung, M.D.

Marta Diaz-Pupek, D.O.

Fred Fow, M.D.

Albert Gelb, M.D.

John F. Madden, M.D.

Francis Martin, M.D.

OB/GYN Residents of Christiana Care Health Services

David Platt, M.D.

Anne Reilly, M.D.

Jeffrey Stoddard, M.D.

Charles G. Wagner, M.D.

Barbara Zajac, M.D.

ArthurZimmerman, M.D.
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SCIENTIFIC ARTICLE

Fibrodysplasia of the Skull:

Case Report and Review of the Literature

Bikash Bose, M.D., F.A.C.S. — Bruce C. Turner, M.D.

Mike Balzarini, R.N., M.S.N., F.N.P.- C.

CASE STUDY

The patient is a 66 year-old white female who
one month prior to admission coughed and felt a

pain in the waistline area. She went to her

family physician who ordered an x-ray. She also

had a bone scan and was found to have a lytic

lesion in the skull. She was referred for a neuro-

surgical consultation. Bone scan also showed
focal increased activity at the T-12 area consis-

tent with compression fracture of relatively re-

cent origin. CT scan of the left temporal bone

showed a 2.2 x 0.7 cm diameter lytic lesion in the

left posterior parietal bone. Past history was
significant only for a motor vehicle accident

about one year prior in which she was rear-ended

Bikash Bose, M.D., practices at Neurosurgery Consultants. P.A. in

Newark, Delaware.

Bruce C. Turner, M.D., practices internal medicine in Newark, Dela-

ware.

Mike Balzarini, R.N., is a nurse practitioner practicing at Neurosurgery

Consultants, P.A. in Newark, Delaware.

resulting in minor injuries. Neurological evalu-

ation did not show any focal neurological defi-

cits. Metastatic work-up did not reveal any
evidence ofprimary lesion. She underwent a left

parietal skull biopsy and removal of the lesion

with cranioplasty. The pathology was consis-

tent with fibrodysplasia of the skull.

Fibrodysplasia is a benign developmental
anomaly resulting in defective endochondral

bone maturation. There is no evidence of a

Mendelian pattern of inheritance. 7
It begins in

the skeletally mature patient but age at onset of

symptoms varies widely. In general,

fibrodysplasia clinically manifests in late child-

hood. Most patients present with pain, but many
will remain asymptomatic into adulthood.8

The sclerotic and cystic forms appear in younger
patients (20 years of age) versus the mixed form

which usually presents in patients 30 years of
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Figure 1 . Lytic lesion of the skull (arrow) in posterior temporal area.

age and older. This implies that the mixed form

evolves from the sclerotic and cystic lesions.

Swelling and localized tenderness may be ob-

served over the affected area. In addition to the

disfiguration ofthe skull in the polyostotic form,

symptoms of the monostotic form of the disease

include headaches, convulsions, exophthalmos,

optic atrophy, and deafness. 6,8

Often, the disorder becomes clinically apparent

after minor trauma. 2,3 Symptoms may begin at

any age, but onset usually occurs in early adult

life. Family history is negative, and there is no

racial or sexual predominance. 8

Fibrodysplasia of the skull radiologically repre-

sents in the following different types.

1) Cystic type: radiolucent center bulging

outward with no protrusion inward.

2) Sclerotic type: increased bone density

mimicking meningiomas.

3) The mixed sclerotic and radiolucent

type. 10

Most of the lesions

that occur in the skull

are ofthe sclerotic va-

riety. 11 Radiologic

occurrences are vari-

able and depend upon
the amount of bone

laid down in the af-

fected areas. 2,3,5,6

Surgical treatment is

indicated if impor-

tant functions are

threatened, there is

evidence ofsevere de-

formity, complica-

tions develop, or to

establish a diagnosis.

There is a 25 percent

incidence of recur-

rence if partial resec-

tion is performed.

1

Radiation can induce

malignant transfor-

mation and hence it

is not recommended. 9 Malignant degeneration

can occur spontaneously in 0.5 percent of cases

with a median total of 12.5 years from the time

of diagnosis. 1 Patients with Fibrodysplasia are

400 times more likely to exhibit malignant bone

tumors than are members of the general popu-

lation. 4

CONCLUSION

Fibrodysplasia may present in the elderly popu-

lation and should be considered in the differen-

tial diagnosis of lytic skull lesions.
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Figure 2a and 2b. CT scan showing lytic skull lesion in left posterior temporal area
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COMPUTERS AND MEDICINE

Full Text Core Medical Journals

on the Internet

Brett Elliott, M.D. — Gwendolyn Elliott, M.L.S.

ABSTRACT

Peer reviewed, core medical journals have an
increasing presence on the Internet. A significant

number of them offer full text articles without fees.

This paper indexes these resources, and discusses

ways to keep the list current.

As the Internet grows in usage, its value to

practicing physicians is increasing. One as-

pect of the Internet is the availability of free,

full text articles from peer reviewed, core medi-

cal journals. For journals to be included in this

list, they have to offer at least some full text

articles at no charge to nonsubscribers. These

sites are searchable, and articles can be down-
loaded. The availability of on-line articles is

constantly changing, and therefore, we have

also provided four web sites useful for updat-

ing this list.

There are other excellent medical journal web
sites that are not included in this paper for a

variety of reasons. Some charge nonsubscrib-

ers or members who are not fellows of the

sponsoring specialty organization for their full

Brett Elliott, M.D., is a member of the West Virginia Medical In-

stitute Board of Trustees and the Medical Society ofDelaware.

Gwendolyn Elliott, M.L.S., is a research librarian.

text articles. Certain journals were of very re-

cent vintage, others had a focused subspecialty

audience, and a few were not peer reviewed.

JOURNAL LIST

American Family Physician

http://home.AAFP.ORG/afp/index.html

Many full text articles are available in issues

dating back to May 1, 1996. The February 1,

1998, issue featured an article on preventing

bacterial endocarditis and included the Ameri-

can Heart Association Guidelines. There is a

CME section where anyone can take the quiz

andAmericanAcademy ofFamily Practice Mem-
bers can submit their results on-line.

Annals of Internal Medicine

http://www.acponline.org/journals/annals/annaltoc.htm

Since January 1996, each issue has selected full

text articles. If you are a member of the Ameri-
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load feature is available. Typ-

ing in statin referred one to a

variety of articles. Broader
search opportunities are avail-

able on the American College

of Physician’s Web site, and
some ofthese areas are limited

to ACP members.

Blood

http://www.bloodjournal.org

All the articles from January
1997 are full text, and abstracts

are available since January
1975. Searle sponsors this on-

line service.

British Medical Journal

http://www.bmj.com

All articles are full text since

July 1997, and access will con-

tinue to be free until at least

the end of 1998. A search on
diabetic retinopathy brought

up a variety of articles, one of

particular interest discussed

theories as to why retinopathy

progresses for a period of time

when diabetic control is tight-

ened.

CA- A Cancer Journal for

Clinicians

http://www.ca-journal.org/index.html

This site features the Journal

of the American Cancer Soci-

ety. The entire journal is on-

line with issues dating back to

1996.

Canadian Medical Association

Journal (CMAJ)
http://www.cma.ca/publications/

journals.htm

Like its counterpart in the

United States, the Canadian
Medical Association publishes

a general medical journal, the

CanadianMedical Association
can College of Physicians, the number of full Journal (CMAJ) and specialty journals akin to

text resources increases. A search and down- theAMA Archives. The CMAJ and the specialty

INTERNET RESOURCES LISTED IN THIS PAPER

American Family Physician

http://home.AAFP.ORG/afp/index.html

Annals of Internal Medicine
http://www.acponline.org/journals/annals/annaltoc.htm

Blood
http://www.bloodjournal.org

British Medical Journal

http://www.bmj.com

CA- A Cancer Journal for Clinicians

http://www.ca-journal.org/index.html

Canadian Medical Association Journal (CMAJ)
http://www.cma.ca/publications/journals.htm

Centers for Disease Control

http://www.cdc.gov

Infection and Immunity
http://intl-iai.asm.org

Journal of the American Medical Association (JAMA)
http://www.ama-assn.org/public/journals/jama/jamahome.htm

Journal of the American College of Cardiology

http://www-east.elsevier.com/jac

The Lancet
http://www.thelancet.com/newlancet

Mosby
http://www1 . mosby.com/mosbyscripts/mosby.dll?action=searchform

New England Journal of Medicine

http://www.nejm.org

Physicians’ Online

http://home.po.com/cgi-bin/pol_www/signon/signon.cgi

Southern Medical Journal

http://www.sma.org/smj

WebDoctor
http://www.gretmar.com/webdoctor/journals.html

WebMedLit
http://www.webmedlit.com

YAHOO
http://www.yahoo.com/Health/Medicine/Journals
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journals have selected full text articles on-line.

There is variability from journal to journal with

respect to the number of full text offerings.

Centers for Disease Control

http://www.cdc.gov

From their opening page, you can go directly to

the Morbidity and Mortality Weekly Report, and
the Journal of Emerging Infectious Disease.

These publications are all full text and
downloadable.

Infection and Immunity

http://intl-iai.asm.org/

Published by the American Society of Microbiol-

ogy, all articles since January 1, 1998, are

available on-line, and the site is committing to

free on-line access until the end of the year.

Journal oftheAmerican MedicalAssociation (JAMA)
http://www.ama-assn.org/public/journals/jama/

jamahome.htm

JAMA and the Archives have some full text

articles dating as far back as July 1995. Doing a

full site search on a given subject indicates

which articles are full text. One can also search

a specific journal, or do an integrated search

using JAMA and the Archives. For JAMA ar-

ticles that are not full text, one can often receive

more information by reading the science news
press release. A recent addition to this web site

is in-depth disease area centers currently fea-

turing asthma, AIDS, Migraine, and Women’s
Health. For each of these conditions, there is a

medical library section with some full text ar-

ticles, education and support resources, a pa-

tient information center, and a listing of other

germane net sites. This is produced by JAMA
and made possible by grant support from phar-

maceutical companies.

Journal of the American College of Cardiology

http://www-east.elsevier.com/jac

Currently, there are selected full text on-line

articles dating back to January 1, 1996. In

addition, one can enroll in the “CardioSource

Tester” which is a new service in development

featuring eleven core cardiology journals. This

is free at least until the end of 1998. Registration

is required.

The Lancet

http://www.thelancet.com/newlancet

The on-line version dates back to January 1996
and has some full text articles and search capa-

bility available to nonsubscribers. Registration

is required for all users.

Mosby
http://www1.mosby.com/mosbyscripts/
mosby. dll?action=searchform

For a limited time, a variety of journals are

offered in a full text on-line version. Issues

dating back to January 1997 are available for

the following journals: American Heart Jour-

nal, American Journal of Obstetrics and Gyne-

cology, Annals ofEmergency Medicine, Journal

of Vascular Surgery, Journal of Allergy and
Clinical Immunology

,
and Journal of Pediat-

rics, and other specialty journals.

New England Journal of Medicine

http://www.nejm.org

The on-line journal begins with the January
1993 issue. The “Collection Series” features full

text articles on a series of subjects. Images in

Clinical Medicine, Case Records of the Massa-
chusetts General Hospital, Editorials, Sound-
ing Board articles (opinion pieces), correspon-

dence and Book Reviews are also full text ser-

vices. The journal will E-mail you the table of

contents, and the on-line offering from the cur-

rent issue is available on their web site every

Thursday morning.

Southern Medical Journal

http://www.sma.org/smj

Sponsored by the Southern Medical Associa-

tion, this journal is fully on-line and has full text

articles dating back to June 1996. Some articles

are downloadable in the .pdf format, which
allows one to easily view pictures and tables as

they appeared in the original article.
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SITES FOR FINDING JOURNAL LISTS

These sites have journal listings by specialty

with hypertext links.

Physicians’ Online

http://home.po.com/cgi-bin/pol_www/signon/signon.cgi

This site is limited to physicians only. From the

home page, go to clinical references and then to

the journal section. There is a resource list by

specialty, and a short list of journals that have

full text articles.

WebDoctor
http://www.gretmar.com/webdoctor/journals.html

This site specifically lists journals that have full

text articles on-line.

WebMedLit
http://www.webmedlit.com

This site is sponsored by Silver Platter and

currently tracks 23 journals. The site’s “What’s

New Section” lists some publications which have

recently started to offer full text articles on-line.

YAHOO
http://www.yahoo.com/Health/Medicine/Journals

This site maintains an extensive journal listing

by specialty and discipline. Next to most journal

names, there is a short description about the

resource. Information regarding the availabil-

ity of full text articles is limited.

CONCLUSION

The availability of full text journal articles on-

line is a valuable resource. Usually articles can

be quickly found and viewed or downloaded.

Once downloaded they can be saved, reviewed,

printed, or sent via E-mail to a colleague. Is

there a free lunch after all?

From the perspective of an individual searching

for information, the current system has weak-

nesses. Not all on-line journals are available for

free. Some periodicals only offer selected ar-

ticles, and on-line version archives generally

date back a few years. In addition, what is

offered free is rapidly changing, so it is difficult

to know what is available at a given time.

Government sites and organizations with a

strong commitment to physician education will

most likely continue their free offerings. Phar-

maceutical companies are sponsoring some jour-

nals. More and more journals will offer a free on-

line version to their print subscribers. Because

of the proprietary nature of certain publica-

tions, it is difficult to predict the future for these

free services. As Internet commerce becomes

more accepted and secure, these journals may
automatically debit an account you set up on the

Internet when you access their resources. Re-

gardless of the details, in the future, a greater

percentage of information will be received on-

line.
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Physicians' Experiences With Patient-Initiated

Health Insurance Fraud

Neil J. Farber, M.D., F.A.C.P. 1 — Mark S. Berger, M.D. 2 — Elizabeth B. Davis, Ph.D. 3

Joan Weiner, Ph.D. 4 — E. Gil Boyer, Ed.D. 3 — Peter A. Ubel, M.D. 5

Background. Health insurance fraud commit-

ted by patients may be an increasing problem

given the number of underinsured and unin-

sured people in this country. Physicians may
recognize acts of health insurance fraud perpe-

trated by patients. This study explores physi-

cians’ experiences with patient-initiated health

insurance fraud.

1 Section of General Internal Medicine - Veterans Affairs Medi-

cal Center, Allegheny University of the Health Sciences

2 Section of Hematology/Oncology - Veterans Affairs Medical

Center, University ofPennsylvania School of Medicine

* Department of Management and Information Systems - St.

Joseph's University

4 Management Department - Drexel University

5 Section of General Internal Medicine - Veterans Affairs Medi-

cal Center, Center for Bioethics, University ofPennsylvania

School of Medicine - Division ofGeneral Medicine, University

ofPennsylvania School of Medicine

Methods. Three hundred and seven physician

members of the American College of Physicians

returned a mailed questionnaire which asked

respondents whether they had ever experienced

cases ofpatient-initiated health insurance fraud.

Respondents were also asked to detail any expe-

riences they encountered.

Results. Approximately 18 percent of physician

respondents reported encountering an incident

of insurance fraud initiated by a patient. Physi-

cians reporting patient-initiated health insur-

ance fraud were most likely to be female, white,

and practicing subspecialty medicine in an ur-

ban or suburban setting. The most common type

of fraud encountered by physicians was the use

of health insurance in order to obtain complex

medical care, including hospital care. However,

several instances of attempts to fraudulently

obtain a prescription by a non-covered indi-

vidual were described.
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Conclusions. Patient-initiated health insur-

ance fraud is a significant problem encountered

by physicians. Physicians need to be aware of

the problem and trained in how to handle these

situations in a proper manner. Medical schools

should also address this issue with students.

Health insurance fraud may be an increasing

problem given the number of underinsured and
uninsured individuals in this country. Nearly

ten percent of all Medicare and Medicaid claims

in the early 1980s were found to contain false

information. 1 In 1989, insurance fraud investi-

gators’ estimates ofhealth insurance fraud were

running at $50 billion per year. 2 Although
health insurance fraud is often thought of as a

problem limited to fraudulent acts performed by

providers, and most of the emphasis on health

insurance fraud has focused on physicians and
health care institutions, 1

it has become appar-

ent that a large number of patients also engage

in health insurance fraud. 4 One survey of 86

commercial and Blue Cross plans has found that

61 percent of all insurance fraud was committed

by patients or undetermined sources, 5 and
patient-initiated health insurance fraud was
frequently reported. 4,

6

Given the number of cases of health insurance

fraud committed by patients, it is likely that

physicians are encountering such instances in

their practices. We designed a survey to deter-

mine how often physicians encounter health

insurance fraud initiated by their patients, and
the types of fraud that physicians detect.

METHODS

We performed an anonymous survey of 1000

randomly selected physician members of the

American College of Physicians. A repeat mail-

ing was sent six weeks after the initial survey

was sent. No monetary incentives were included.

A questionnaire was developed and revised af-

ter pretesting among a convenience sample of

50 oncologists.

Physician respondents were told that “Patients

have at times used a relative’s health insurance

in order to obtain care. Have you ever had a case

in which you knew that a patient had used

someone else’s medical insurance?” Respondents
who answered affirmatively were then asked to

describe the situation and their response to it in

an open-ended format. The questionnaire also

asked for information about the respondent’s

age, gender, race, year graduated from medical
school, practice locale, and type of practice.

The relationships between those physicians re-

porting patient initiated health insurance fraud

and gender (male versus female), race (white

versus nonwhite), practice locale (urban, subur-

ban or rural) and type of practice (private prac-

tice, HMO staff, academic medicine, practice/

teaching, or full-time VA staff), and specialty

(subspecialist versus general internal medicine)

were analyzed via chi square analyses. The
relationships between those physicians report-

ing patient initiated health insurance fraud and
respondent’s age and year of graduation from
medical school were analyzed by T test.

RESULTS

Of the 1000 physicians to whom the survey was
mailed, 307 (31 percent) responded. Three ques-

tionnaires were incomplete, yielding 304 sur-

veys available for analysis. The responding phy-

sicians were largely male (85 percent), Cauca-

sian (77 percent), and general internists (62

percent) as opposed to subspecialists (34 per-

cent). The average age of the physicians who
responded was 49 (plus or minus 12) years. The
average year of graduation from medical school

was 1972 (plus or minus 13 years). The respond-

ing physicians spent an average of 88 percent of

their professional time with their patients.

Forty-seven percent ofrespondents practiced in

an urban setting, 34 percent in the suburbs, and

16 percent in rural areas. Fifty-eight percent of

the physicians who responded practiced full-time
in a private practice, while four percent prac-

ticed full-time in HMOs, eight percent in aca-

demic settings, five percent inVA hospitals, and
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12 percent in a combined private practice/aca-

demic setting.

A total of 54 physicians (18 percent) reported

that they had personally experienced episodes

of patient-initiated health insurance fraud. Fe-

male physicians (22 percent) were more likely

than male physicians (17 percent) to report

episodes of patient-initiated health insurance

fraud (Chi square = 42.6, p < 0.001), and white

physicians (19 percent) were more likely to

encounter and
recognize pa-

tients commit-
ting health care

fraud than were

non-white physi-

cians (Chi square
= 40.6, 17 per-

cent, p < 0.001).

There was no re-

lationship be-

tween the age of

the physicians

and their likeli-

hood ofreporting

patient-initiated

health insurance

fraud.

Patient-initiated health insurance fraud was
significantly more likely to be recognized by

physicians practicing in urban (19 percent) or

suburban (19 percent) areas than by those in

rural regions (eight percent, Chi square = 33.6,

p < 0.001). Physicians in full-time private prac-

tice (12 percent) and in full-time academic posts

(ten percent) reported patient-initiated health

insurance fraud less often than those in full-time

HMOs (32 percent), in a combination private

practice/teaching faculty (33 percent), or in

full-time VA practices (29 percent, Chi square =

41.6, p < 0.001). Subspecialists were signifi-

cantly more likely to have encountered
patient-initiated health insurance fraud than

were General Internists (22 versus nine per-

cent, Chi square = 31.8, p < 0.001).

Twenty-four (44 percent) of the respondents

who indicated that they had encountered inci-

dents ofpatient-initiated health insurance fraud

did not detail the incidents. However, of the 30

physicians who did detail their experiences, 11

(37 percent) noted incidents ofprescription writ-

ing for a patient using a relative’s insurance

(Table 1). For example, one physician noted that

he encountered a family in which the father and
son had the same name and used one prescrip-

tion card for medications. Another physician in

a suburban area

indicated that

she wrote “only

for prescriptions

where otherwise

[the patients]

would have to go

without medica-

tions.”

All 1 1 physicians

who encoun-
tered patients at-

tempting to ob-

tain prescrip-

tions indicated

that they would
not authorize
other medical

care from the fraudulent insurance. In one case,

a physician wrote that “she did not charge

anything to the patient’s insurance such as a

doctor’s fee,” and in another incident the physi-

cian made clear that the incident involved “only

[a] refill [of] medication,” and was “not to get

tests or medical care.”

Physicians seemed to be fairly tolerant of pa-

tients who used another person’s insurance in

order to obtain essential medications:

“The motive of any fraud is to receive care, not to

get stolen dollars. Should a starving person be

sent to jail forstealing a little food? [I encountered]

several cases ofneed fora very expensive medi-

cation prior to the pharmaceutical industry institu-

tionalizing free Rx. Each case was for a prescrip-

tion plan only.
”

Table 1.

RESPONDENTSWHO REPORTED DETAILS OF INSURANCE FRAUD*

Type of Fraud Response of Physician Number (%)

Prescription writing 11(37%)

• Actively helped patient 7 (23%)
• Reported patients attempting narcotics 2 (7%)
• Reported patients with other attempts 2 (7%)

Other health care 19(63%)

• Counseled or confronted patient 8 (27%)
• Reported patient to authorities 6 (20%)
• Allowed insurance firm to find out 1 (3%)
• Not specified 4 (13%)

* Total number of physician respondents giving information = 30

Del Med Jrl, July 1998, Vol 70 No 7 331



The Business of Medicine

Seven physicians (23 percent) who encountered

patients attempting to obtain prescriptions ac-

tively helped such patients:

“[A] patient was using [a] relative’s card. [He]

specifically wanted me to write [the] relative’s

name on the prescription, otherwise [he] could not

get the prescription. I wrote the first initial, last

name, i.e., J. Smith, on the prescription. The

relative and patient had the same first initial.

"

The reluctance of physician respondents to re-

port individuals who commit fraud in order to

obtain necessary prescriptions may reflect, in

part, a negative attitude toward health insur-

ance firms:

How dare insurance companies have fat cat CEOs
and a child is denied amoxicillin for her ear infec-

tion! When insurance companies’ financial reports

are publicized on the front page of newspapers,

including fees for operations, CEOs, etc., we may
discuss responsibility.

However, in two cases the physicians encoun-

tered patients who were using another person’s

insurance in order to obtain narcotics. Physi-

cians seemed to be much less tolerant of these

patients. In one case, a physician in a suburban
setting who encountered “a boyfriend of a pa-

tient [cared for by the physician] who was using

[the patient’s] insurance to get narcotics” was
“discharged from [the physician’s] care.” In an-

other case, a physician had noted that a “par-

ticular patient had come in to the office several

times using different names and insurance cards

each time for the purpose of getting narcotics.”

In this case, the physician had “the patient

arrested on her last visit after [he] discovered

what she had been doing.” Two other physi-

cians, encountering attempts by a patient to

obtain prescriptions using another person’s in-

surance, also refused to cooperate with the

patient.

Nineteen (63 percent) of the physicians detail-

ing fraudulent incidents described patients who
used another person’s insurance for other types

of health care, including hospitalization. In one

case, a physician noted that he encountered “an

interesting hospitalized patient exhibiting myo-
globinuria, after playing conga drums, and ex-

periencing acute renal failure. I subsequently
found out that he used someone else’s name and
insurance.” Two cases involved patients using

their own health insurance to obtain hospital

care for someone else:

"An attorney [the physician’s patient] used his

wife’s insurance to cover his girlfriend’s admission

for PID and used his wife’s name on the admission

papers.
“

In 15 cases (50 percent) of insurance fraud

involving major care such as a hospitalization,

physician respondents were not willing to par-

ticipate with the patient in the fraud. In eight

cases (27 percent), the physician simply con-

fronted or counseled the patient:

“[A]patient used his relative’s VA cardand claimed
to be that person [in order] to get medical care at

a VA hospital. Once the medical records from

another VA were obtained, certain irregularities

were found and the patient was confronted. He
admitted the fraud.’’

One physician refused to report the fraudulent

patient, but found a way to ensure that the

insurance company would become aware of the

fraud. In this case, where an attorney used his

wife’s insurance to obtain hospital care for his

girlfriend, the physician “dictated the girlfriend’s

proper name on the H & P and discharge sum-
mary, allowing the insurance company to figure

out that a fraud was being perpetrated.” In six

cases (20 percent), 3 physicians actually re-

ported patients who were committing insurance

fraud “to the business office” of the hospital or

“to the authorities,” i.e., presumably the insur-

ance company itself. However, in some cases the

physician respondents refused to report the

fraud, in one case indicating that it was the

responsibility of the hospital to investigate the

fraudulent act:

"In my practice, I will not ask the patients whether

they are using the insurance of their relatives. I

presume that the hospital will be the first to know
about it... The hospital should be the one respon-

sible for these activities.
“
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DISCUSSION

Health insurance fraud perpetrated by patients

was reported by 17.8 percent of physicians re-

sponding to this study. Even ifone assumes that

physicians experiencing this type of fraud were

more likely to respond to the survey than were

others, patient-initiated health care fraud clearly

represents a significant problem for physicians.

In fact, the number of physicians reporting such

incidents may be a gross underestimate of the

problem, given the fact that many physicians do

not explore these issues with patients. Thus,

patient-initiated health insurance fraud is not

an infrequent occurrence for internal medicine

physicians.

Certain characteristics were associated with

physicians who reported patient health care

fraud. Respondents who were white females

practicing in urban or suburban areas were

most likely to report such incidents. It is unclear

whether these physicians had encountered more
incidents of fraud, or whether they were simply

more likely to be aware of them than were their

colleagues. Interestingly, physicians in anHMO
or VA setting were more likely to encounter

patient-initiated fraud than were physicians

practicing in the private setting or in academic

medicine. These physicians were also more likely

to breach confidentiality and report patients

who commit fraud to the authorities such as the

insurance companies. 8 Thus, physicians in these

types of practices may have been more sensi-

tized to the issue and consequently more aware
of patients who commit such fraudulent acts.

Although one might surmise that prescription

fraud would be the most commonly encountered

type of fraud, a majority of the incidents re-

ported by the physician respondents in this

study involved expensive or complex care, in-

cluding hospitalizations. These incidents have

been reported previously in the literature. 7

However, some patients have been found to

attempt to reap financial gain from health in-

surance fraud by enlisting the aid of a physi-

cian; these patients are often reported to the

authorities by physicians. 4

It is not surprising that some of the physicians

who were surveyed volunteered the fact that

they did not report patients who had committed
health insurance fraud, and some engaged in

aiding patients in regards to prescription writ-

ing. Physicians often are angry about the per-

ceived intrusion of insurance carriers into the

patient-physician relationship.9 Physicians can
occasionally assist patients with insurance fraud

when the physicians charge an insurance car-

rier twice as much as the usual cost of care in

cases where the carrier pays only 50 percent of

the usual costs. 10 As measured by clinical vi-

gnettes in one survey, 15 percent of physicians

would maintain confidentiality in all cases of

insurance fraud, and almost two-thirds of re-

spondents varied their likelihood of reporting

patients to the authorities based on the eco-

nomic and clinical situation.8 Thus, some physi-

cians who responded in this survey with reports

of patient-initiated fraud may have had nega-

tive feelings about third-party payers and there-

fore did not report patients for prescription

fraud.

This study is limited by a low response rate,

allowing commentary only on a small subset of

the entire population. We did not obtain demo-
graphic data about non-respondents because of

sensitive information contained in other parts

of the questionnaire. However, surveys were
returned from most geographic areas in the

United States, suggesting a representative

sample from the ACP members.

In summary, patient-initiated health insurance

fraud is a fairly common occurrence for practic-

ing physicians. Several demographic factors

can predict which physicians will be more likely

to encounter and/or be aware of such instances

of fraud. Physicians need to be prepared to

properly handle situations in which patients

are asking for participation in fraudulently bill-

ing third-party payers. Education about billing

practices and ethics related to health insurance

billing is necessary in medical schools, graduate

medical education, and continuing medical edu-

cation programs.
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EDITORIAL

The Slow Pace of Profound Change

G. Stephen DeCherney, M.D.

To do the impossible
,
you must see the invisible

— Author unknown

There are 135,000 members of the American
Society of Quality. While most work in the

United States, there are members from all over

the world. Members ofthe ASQ are grouped into

approximately 20 Divisions including
Healthcare, Biomedical Devices, Education, and
Service Quality to name a few which impact

directly on medical practice. There are 3,500

members of the Healthcare Division including

quite a few members from our community.
Members of the Healthcare Division include

physicians, nurses, hospital administrators,

HMO administrators, allied health profession-

als, and consultants. The other member-based

G. Stephen DeCherney, M.D., is editor of the Delaware Medical

Journal. He is also Healthcare Division Regional Councilor (PA,

DE, MD) for the American Society for Quality and the Chair of

the Strategic Planning Committee (worldwide) for the Healthcare

Division.

volunteer not-for-profit group, The National

Association for Healthcare Quality (NAHQ) has

7,000 members of whom approximately 90 per-

cent are nurses. The executive committee met
with the leadership of the NAHQ at the recent

American Congress for Quahty to develop joint

programs. Both groups’ missions are to improve

the quality of healthcare.

Donald Berwick, M.D., CEO of the Institute for

Healthcare Improvement and a practicing pe-

diatrician and faculty member at the Harvard
University School of Medicine, delivered the

keynote address for the whole congress (not just

the Healthcare Division) on the diffusion of

innovation. Specifically, he discussed the diffi-

culties encountered when attempting to spread

evidence-based best chnical practices. As an

example, he told the story of the discovery of the

cure for scurvy (Vitamin C) by Captain James
Cook. Captain Cook made the crew of one of his

ships eat sauerkraut and did not introduce such
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on the companion boat. He faced some of the

same problems that physicians encounter in

daily practice, such as patient compliance. Ap-

parently, he had some difficulty convincing the

“treated” crew to consume a daily serving of

sauerkraut. It is not a popular food item among
men living in small quarters. The rate of scurvy

among the treated crew was reduced ten fold.

Despite the fact that this was made widely

known, more than 250 years passed until Vita-

min C supplements in any form were manda-
tory on voyages. He pointed to the work of

Everett M. Rogers and others who have studied

the stages and processes of spread of informa-

tion. Professor Rogers has written extensively

on this subject and has published a book -

Diffusion ofInnovation - describing the process

in detail. Dr. Berwick enumerated salient points.

Berwick was led to Rogers because of Berwick’s

frustration with the slow progress of spreading

quality improvement practices throughout

health care practices. Berwick’s initial enthusi-

asm for using tools from industry, which have

dramatically increased the quality of consumer

goods, was battered by the resistance to change

he encountered. In his book, Curing Health

Care, Berwick describes how some of Deming’s

techniques ofTotal Quality Management (TQM)
might be applied to care delivery. Berwick

assumed, naively in retrospect, that everyone

would have the same epiphany as he. After the

conversion of a few acolytes, the usual backlash

occurred. Perhaps, even as you read this, you

are thinking that TQM has been tried and does

not work. If you really understand TQM, then

you already know it works. TQM has single-

handedly allowed the world to become a global

economy. Along with other technological ad-

vances, buyers in one country halfway around

the world can assess the quality of the product

they are purchasing. I am not talking about end

products that consumers buy but the intermedi-

ate products like brake linings, electrical con-

nectors, and flanges. With the advent of ISO

9000, a set of quality process management tools,

you can be assured of the process by which a

product was manufactured. Over 100,000 facto-

ries worldwide have been ISO 9000 certified.

This attention to the process of quality has
allowed manufacturers to move plants with best

practices. This is a very powerful tool. No
longer do you inspect by lot and reject a percent-

age or have angry customers, you manage the

manufacturing process, and deliver products

which fit within agreed upon parameters. You
can pick an ISO 9000 plant anywhere in the

world.

TQM is not about teams or quality circles or “the

Japanese method”; it is about understanding

the process. What steps are taken from the

recognition of a disease to successful treatment?

How consistently are these steps performed?

How real and lasting is the outcome? What are

the realistic outcomes? What is the cost of these

outcomes? What is the cost of the variation,

with rework and wasted time and materials?

TQM addresses these issues with standardized

methods. As Dr. Deming said, “if it cannot be

measured, it cannot be changed.”

Neither is TQM about blind standardization: it

is about continuous quality improvement (CQI).

Often, TQM and CQI are listed together as

TQM/CQI. Measurable improvement in a prod-

uct or service first requires reduction in unnec-

essary variation, then improvement in the aver-

age. I will elaborate more about quality im-

provement in health care in future editorials.

Like the slow spread of innovation described by

Professor Rogers, so will the spread of quality

management diffuse slowly into health care.

Delaware has featuredprominently in the American Society for

Quality and the quality movement. The immediate past Presi-

dent ofASQ is Steve Bailey, Ph.D., from DuPont Company. The

late Donald Marquardt, Ph.D., head ofDuPont’s statistical divi-

sion foralmost 40 years, was one ofthe founders ofISO 9000.

Ronald Snee, Ph.D., also from DuPont’s statistical division, is a

world-reknowned leaderin this area.
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What's Next?

Robert L. Meckelnburg, M.D.

Physicians certainly should be used to change

by now. The upheaval in the world of medical

practice is continuing to occur. Watchful physi-

cians will see opportunity and although some
will have this laid at their doorstep, others will

have to seek it assiduously. A very perceptive

lull in aggressive managed care activity in the

past year began to raise eyebrows until it was
learned what was occurring. Massive accumula-

tion of debt-reduced reimbursement and physi-

cian unrest was beginning to take its toll. The
mega-merger between PHYCOR and
MedPartners collapsed when each saw the true

amount of debt that the other carried. Oxford

Health Plan nearly went to the wall due to the

lack of adequate management and internal cost

controls. PHYCOR stumbled when two of its

largest management operations in Jacksonville,

Florida and Fort Smith, Arkansas revolted. Oph-

RobertL. Meckelnburg, M.D., is President of the American Col-

lege of Nuclear Physicians.

thalmologists in Cincinnati refused to signHMO
contracts. In our own local community, ortho-

paedic surgeons, en masse, turned down Blue

Cross and Blue Shield. Hospitals that bought

practices are seeing their profitability deterio-

rate and are attempting to sell the practices

back to the physicians. This fact, I am happy to

say, I predicted three years ago in one of these

columns. PHOs and PSOs appear to be the latest

trend in attempting to harness the managed
care juggernaut. PHOs have some chance of

success because of the financial backing of the

hospitals. PSOs will have a much harder time

because their financial resources will be limited

and start-up costs for all these organizations are

enormous. Also, physicians in PSOs and PHOs
will be competing against themselves in other

contracts they already have with existing man-
aged care companies and insurers. PHOs will

survive until the physicians involved realize

that the bulk of the income will be taken by the

hospital since it “cannot be allowed to fail.” The
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dwindling portion assigned to physicians will

lead to revolt from this arrangement.

Look for the new alignment. This will be physi-

cian groups more or less loosely bound to insur-

ers. The latter will have the finances to run a

sophisticated operation and promotional pro-

gram plus have the capability of salesmanship

to obtain contracts. Competition will keep the

physician’s position from drastically deteriorat-

ing and his say in medical matters will gradu-

ally increase over the years. The physician

needs to align himself with the best financial

partner and one that is going to be held in check

by competition. Watch for your opportunity!

Physician Office UNBELIEVABLE DEAL!

Space Available
1998 Jeep Grand Cherokee

Limited Edition

Omega Professional

Center

V8 Engine
Loaded with options

Only 3,000 miles
Color-Red

Over 1 500 square feet

Across from Christiana Care
Retailsfor$35,000+

Sacrifice price $31 ,500!

For Information Contact

Carol:

If interested, call

656-1882

302-888-2725
or

656-9190
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BOOK REVIEW

Sutton's Law
Jane M. Orient, M.D. — Linda J. Wright

Hacienda Publishing, Macon, GA- 1997

299 pages - $21.95

David Platt, M.D.

This is a medical murder mystery. Young ideal-

istic Dr. Maggie Altman is just starting her

internship at the former Woodlands Hospital,

just renamed as The Texas University Regional

Preventive Health Center, TURPHC, for short.

To meet the efficiency demands of managed
care, all clinical activities ofTURPHC have been

completely computerized. All histories, physical

exams, and studies are in the computer. The
hospital is paid completely on the DRG system,

and the computer delineates the parameters

which determine whether a patient should prop-

erly be treated as an outpatient or be admitted,

which studies are indicated, and what should be

David Platt, M.D., is a member of the Medical Society of Dela-

ware and is a contributing author to the Delaware Medical Jour-

nal.

the allowable length of stay. She is told that if

she does not follow the computer directed rou-

tines, which they call Equacare, she will have

demerits on her record, because she will then

not be using the medical resources for the better

good of the greater society.

She is told that Equacare works so efficiently

that TURPHC’s balance sheet always shows a

profit.

In trying to make sick people well she comes into

conflict with the hospital administration. She

soon concludes that the sicker patients are sent

home from the ER, and those with income favor-

able DRGs are admitted. If they stay longer

than anticipated, results of studies which were

not done are fed into the computer to justify
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discharge. A patient who overstayed his DRG
and could not be discharged dies unexpectedly

when she is off call, and she suspects he was
"helped." A corporation with unnamed princi-

pals is awarded an advisory contract for over a

million dollars. She suspects the corporation is

a front for someone in the administration who is

pocketing the money, and starts her own inves-

tigation, whereupon an attempt is made on her

life.

The pages ofthis story are spiced up with dashes
of sex and violence, and it makes interesting

reading for medical people. I wonder whether
the lay reader will be able to follow all the

medical details.

The authors are an M.D. and a novelist. After an
internal medicine residency and four years on
the faculty of the University of Arizona College

of Medicine, the doctor left to start a solo private

practice.
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n 1 922, the Visiting Nurse Association was born in Delaware. Since then,

we've expanded our service area, meeting the needs of the people of Delaware

and bordering communities in three other states.

And now, as we move forward into the future with our partners in healthcare, we
are proud to announce that we have become Christiana Care Visiting Nurse

Association.

Our new name reflects a closer working relationship with other parts of the

Christiana Care Health System, as well as our vision to develop relationships

throughout the Region which will help us provide the best home healthcare

services available.

Many things you know about us will not change — our offices throughout the

Region, staffed with local nurses and healthcare professionals, our commitment
to every person, in every town, in every county in the region.

Many things have changed since 1 922. But one thing remains the same...

There's nothing like the healing power of home.
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The Optimum
Referral Option

The Arbors at New Castle

Subacute and Rehabilitation

Center is a 120-bed Center

specializing in providing the

area's finest subacute,

rehabilitation and basic

healthcare services.
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environment, healthcare
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optimal medical results at

minimal costs. That's
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When combined with
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interdisciplinary team
approach to delivering

care, our subacute care helps

high acuity patients recover

quickly, at costs that are

30-60% less than comparable

care in an acute care setting.

In addition to our basic

healthcare services, we
provide care through

specialized subacute

programs in the areas of:

A Respiratory

A Medical Rehabilitation

A Digestive Diseases

A Cardiac Recovery

A Infusion Therapy

A Wound Care

Hospital

Buena Vista Drive

For more information

and a copy of our video

call 328-2580.

ARBOR
ARBORS AT NEW CASTLE

Subacute and Rehabilitation Center

32 Buena Vista Drive

New Castle, DE 19720

(302) 328-2580



Papastavros’ Associates Medical Imaging,LLC

Committed. . . To you and your patients!

n
JLJy maintaining a leadership role in the deliv-

ery of high-quality healthcare, Papastavros’

Associates Medical Imaging,LLC

provides a full spectrum of quality, state-of-

the-art diagnostic imaging services in a caring

and comfortable environment.

Imaging services provided include:

• X-Ray

• M R I scanning

/Open Scanning

• Ultrasound,

including Cardiac

• Spiral C.T. Scan

• Mammography/

Core Biopsy

• Dual Energy Bone

Densitometery

Nuclear Medicine

• Spect Thallium/

Cardiolite

• Scintmammography

Our Women’s Centers are designed to address

the health care needs of all women:

• Mammography services provided by a staff of

highly trained technicians and dedicated

professionals.

• OB and breast sonography, echocardiography,

cardiac stress and doppler scans.

• Stereotactic breast biopsy, the latest

technological advance in breast cancer detection

• Dual Energy Bone Densitometry to detect and

monitor osteoporosis comfortably, quickly,

safely and precisely

Papastavros’

Associates

MEDJCAL

We’re there where you need us!

are pleased to welcome new

facilities in Milford, Lewes and

Glasgow. Full service imaging includ-

ing a technically advanced “Open”

MRI for claustrophobic, pediatric, and

handicapped patients is now available

•at our office in the Glasgow

Medical Center.

• Wilmington

1 701 Augustine Cut-Off

Suite, 1 00, Bldg. IV

Wilmington, DE 19803

(302) 652-3016

• Glasgow

2600 Summit Bridge Road,

Suite 122

Glasgow, DE 19702

(302) 832-5590

• Newark

40 Polly Drummond Hill Road,

Suite 100, Bldg.4,

Newark, DE 19711

(302) 737-5990

• HealthCare Center at Christiana,

200 Hygeia Drive,

Newark, DE 19702

(302) 421-2121

Other Convenient Locations:
1508 Pennsylvania Avenue (302) 655-4042

2700 Silverside Road (302) 478-1 100

1805 Foulk Road Suite 1 (302) 475-8036

420 Christiana Medical Center (302) 368-3959

1320 Philadelphia Pike (302) 792-2529

1941 Limestone Road (302) 633-9873

702 Delaware Street, New Castle (302) 328-1502

Omega Professional Center (302) 738-5500

5317 Limestone Road (302) 239-9415

550 Stanton-Christiana Road (302) 633-9910

314 E. Main St, Newark, (302) 455-0775

111 Railroad Ave. Elkton, MD (410) 392-6155

556 S. DuPont Hwy, Milford, (302) 424-4163

1539 Savannah Rd, Lewes (302) 655-2590
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Community Imaging Center
At Limestone Meets

AH Your Medical Imaging Needs.
Limestone Medical Center

1941 Limestone Road, Suite 214
Wilmington, DE 19808
Telephone: (302) 892-6200

Fax: (302) 892-6206
Internet: www.communitymed.com

David S. Grubbs, M.D., FACC, FACP
Medical Director

Frank DiGregorio, CNMT, RDMS
Director of Diagnostic Imaging

Community Imaging Center Offers:

Therapy

1-

131 Thyroid Ablation

Strontium/Bone Metastases

Cardiology
Cardiovascular Stress Test

2-

D Echocardiogram

ECG
Holter Monitor

Loop Monitor

Signal Averaged ECG

Ultrasound
Abdominal
Breast

Extremity

Obstetrical

Pelvic

Retroperitoneal

Testicular

Thyroid

Transvaginal

Vascular Ultrasound
Arterial Duplex Scan

Carotid Duplex
Venous Duplex Scan

Nuclear Medicine
Abcess Localization

Brain Scan

Bone Scan

First Pass

Gastric Emptying Scan

Gastrointestinal (GI) Bleed Scan

Gated Blood Pool (MUGA) Scan

Hepatobilary (HIDA) Scan

Liver and Spleen Scan

Lung Scan

Meckel’s Scan

SPECT Myocardial Perfusion Scan

(Cardiolite or Thallium)

Parathyroid Scan

Renal Scan

Testicular Scan

Thyroid Carcinoma Metastases

Imaging

Thyroid Scan

Tumor Localization

Offering imaging with:

Cardiolite lv.p^mmw

Prompt, courteous service • Test results available in 24 hours or less • Allpositive tests called andfaxed

There’s a Community Medical Center

2600 Summit ttridge Road
Newark (302) 836-8350

Ambulatory Surgery
Medical Aid Unit

Laboratory

X-Ray

Silverside Medical Center

2700 Silverside Road
Wilmington (302) 478-1100

Medical Aid Unit

Laboratory

X-Ray

Limestone Medical Center

1941 Limestone Road
Wilmington (302) 992-0500

Medical Aid Unit

Laboratory

X-Ray
Ambulatory Surgery

Community Imaging Center

Nuclear Medicine
Ultrasound
Cardiology
Therapy

j^fommunity
radical (are, Inc §yP (ommunityJmagmg (enter

A division ofCommunity Medical Care, Inc.Serving and managing the outpatient needs ofthe community
with quality, affordable medical care since 1978
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ARE YOUR FEMALE PATIENTS GETTING THE BEST
POSSIBLE MYOCARDIAL PERFUSION TESTS?

JACC VOL. 29, No. 1

(Journal American College of Cardiology)

JANUARY 1997:69-77

“Comparative Diagnostic Accuracy of Tl-201 and Tc-99m Sestamibi SPECT Imaging (Perfusion and

ECG-Gated SPECT) in Detecting Coronary Artery Disease in Women”

Conclusions: Thailium-201 and Tc-99m Sestamibi myocardial perfusion scintigraphic studies have

similar sensitivities in the detection ofCAD in women. However, the specificity of Tc-99m Sestamibi is

significantly higher than that of Tl-201 . This specificity is further enhanced by the use of ECG-Gated

SPECT Tc-99m Sestamibi imaging.

Community Imaging Center was the first lab in Wilmington to routinely

perform ECG-Gated SPECT using Tc-99m Sestamibi (CARDIOLITE)™
on all patients. ECG-Gated SPECT provides perfusion, wall motion and

Ejection Fraction in one study.

HERE IS WHAT OUR PATIENTS HAVE TO SAY ABOUT US

“Last Friday, I had a Cardiolite stress test at your facility. This could have been an

awkward and unpleasant experience; but due to the professionalism and courtesy

exhibited by the employees of your Center, I felt comfortable and reassured. Please

accept my thank you and gratitude. I will pass my opinion on to my doctor (...) and

remain sincerely (...)”.

• Prompt, courteous service • Test results available in 24 hours or less • All positive tests called and faxed

We participate with virtually all insurance carriers

Phone: 302-892-6200 Fax 302-892-6206 Internet: www.communitymed.com



Medical Society of Delaware
Officers and Trustees

1997-1998

Officers

Stephen S. Grubbs, M.D. — President

Martin G. Begley, M.D - President-Elect

Michael A. Alexander, M.D. - Vice President

Edward F. Quinn III, M.D. — Secretary

Garth A. Koniver, M.D. — Treasurer

Roger B. Thomas, Jr., M.D. - Speaker of the House

Joseph A. Lieberman III, M.D. - Vice Speaker of the House

Paul E. Howard, M.D. — Past President

Trustees

Kent County

Sidney B. Barnes, M.D.

Brian J. Walsh, D.O.

Michael R. Zaragoza, M.D.

New Castle County
Raafat Abdel-Misih, M.D.

Robert G. Altschuler, M.D.

Nicholas 0. Biasotto, D.O.

Michael K. Conway, M.D.
Joseph F. Hacker III, M.D.

Paul W. Montigney, M.D.

Leo W. Raisis, M.D.

Joseph Ravalese, III, M.D.

Michael L. Spear, M.D.
Janice E. Tildon-Burton, M.D.

Michael B. Vincent, M.D.

Sussex County

Joseph P. Olekszyk, D.O.

Edward F. Quinn III, M.D.
Richard H. Sherman, M.D.

Editor, Delaware Medical Journal

G. Stephen DeCherney, M.D.

Associate Editors, Delaware Medical Journal

Peter V. Rocca, M.D.
Michael R. Zaragoza, M.D.

AMA Delegates

Michael J. Bradley, D.O.

James P. Marvel, Jr., M.D.
Stephen R. Permut, M.D.
Carol A. Tavani, M.D.

Young Physicians Section Representative

Michael S. Katz, M.D.

Resident Representative

Stephen G. Sisselman, D.O.

Executive Staff

Mark A. Meister, Sr. — Executive Director

Beverly Dieffenbach — Associate Executive Director

INSTRUCTIONS TO AUTHORS

The Delaware Medical Journal (DMJ) is owned and

published by the Medical Society ofDelaware as a medium of

communication, education and expression for its members,

and also for others striving for excellence in medical

practice. Articles in the DMJ are intended to be scientific

and educational and are not intended to reflect standards of

medical care. All material published is under copyright. On
receipt of material submitted for publication, a suitable

release form will be sent for signature by all authors.

Scientific articles on medical matters are especially

welcomed, including case reports, clinical experiences,

observations and information on matters relevant to medical

practice. Other material may also be accepted if the editorial

staff deems it of interest to DMJ readers. All submissions

should include a brief summary and a brief (one to two

sentence) biographical sketch of all authors.
j

It is highly recommended that authors familiarize

themselves with DMJ style before submitting manuscripts

for consideration.

All material for publication should be submitted on a 3 1/2"

computer diskette in WordPerfect 6.0 or Word 6.0. A
printout of the manuscript must accompany the disk.

Manuscripts may also be submitted in paper form (typed or

printed out on good-quality paper - one side only, double-

spaced, one-inch margins), though computer disk is

preferable. The ideal manuscript length is two to 12 pages

with up to 12 references, each keyed with superscripts in the

text in the order cited. The format should follow that used in

the Index Medicus. Authors are responsible for the accuracy

of the citations.

Graphs, charts and black-and-white glossy photographs are

accepted if important to the understanding of the text, but

should not exceed four or five pieces. Each should have a

label affixed on its back indicating its name, number, and

“top.” A separate legend should be provided for each. Do not

write on the back, or scratch or mar them using paper clips.

Do not mount them on cardboard. ji

Photos of patients should generally be taken in a way that

obscures the patient’s identity. Photos in which a patient’s

face must be clearly seen, however, must be accompanied by

signed release forms.

All manuscripts are reviewed by the editor and all scientific

articles are then sent for peer review by members of the

Editorial Board and/or other appropriate physicians. The

usual processing time to publication is two to four months,

though in some circumstances this may be longer or shorter.
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IT TAKES MORE THAN A

BEDSIDE MANNER IN MEDICINE

... AND INSURANCE!

It certainly helps to be pleasant, but it’s not enough. It’s knowledge that counts.

Putting it all together to come up with a solution.

In the field of physician’s insurance . .
.
professional and personal . . . we have

followed a similar course.We offer you a total package that covers all your

insurance needs.

Centralization is not the only reason for selecting MSDIS/PLI/ZUTZ. The Medical

Society of Delaware benefits as well.

Call MSDIS/PII/ZUTZ at 658-8000 today

Find out why it pays to create a single source for all your insurance.



Advanced MRI Imaging
at two Locations

Largest aperture (60CM), incredible detail
The General Electric HORIZON 1.5T HiSpeed imager is now available at

Omega MRI and the GE HORIZON LX 1.5T HiSpeed imager at Wilmington MRI.

GE Horizon LX 1.5T HiSpeed imager

The Advantages include; larger bore opening

(60cm as compared to open MRI 47cm)

allowing greater comfort foi

claustrophobic patients,

highest possible image

quality, plus new exams,

such as, MR Urography,

MRCP and 3D contrast

enhanced MR angiography.
angiogram

Early stroke detection

Brain perfusion can be evaluated by using

first-pass Gadolinium

without a radioactive

substance, thereby, aid-

ing in the early detection

of brain tumors or lesions.

This image shows a CVA
not detected on routine

MRI or CT.

early stroke

Diffusion weighted images can demonstrate

an infarct 6-24 hours prior to a routine CT or

MRI. Proton Spectroscopy,

MRS (non-invasive chemi-

cal biopsy) shows elevated

lactate levels. The greatest

potential of this technology

is accurate stroke detect-

ion, allowing for early

definitive therapy.

Diagnostic Imaging Associates full range

of out-patient imaging services include:

• 1.5 Tesla MRI (two magnets)

• Spiral CT scanning

• Ultrasound including Color Doppler

• Fluoroscopy with digital RF
• Mammography with Senographe DMR
• Nuclear Medicine and General X-ray

For information and the office nearest you, please call 302-425-4DIA.

Web page http://members.aol.com/diaxray/diahome.html

Diagnostic Imaging Associates, PA

Brandywine Imaging Center • 701 Foulk Road • Suite E-1 • Wilmington • 654-5300

Omega Imaging Associates • L-6 Omega Professional Center • Newark • 738-9300

Omega Magnetic Resonance Imaging Center • L-6 Omega Professional Center • Newark • 738-9300

Omega Medical Center • K-15 Omega Professional Center • Newark • 368-5100

Omega Nuclear Diagnostic Center • K-15 Omega Professional Center • Newark • 368-8150

Pike Creek Imaging Center • 3105 Limestone Road • Suite 106 • Wilmington • 995-2037

Wilmington Magnetic Resonance Imaging Center • 1020 Union Street • Wilmington • 427-9855
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For centralized scheduling call: 302-731-9860

Christiana Care Imaging Services

has two locations to serve you. FOULKSTONE PLAZA

State-of-the-art mammography,

1401 FOULK ROAD

WILMINGTON, DE 1 9803

x-ray and ultrasound services are 302-477-4300

available at our new location

in Foulkstone Plaza in

Brandywine Hundred.

Most insurance companies accepted.

MEDICAL ARTS PAVILION

475 1 OGLETOWN-STANTON ROAD

NEWARK, DE 19713

Accredited by the American College
302-731-9800

of Radiology.

Christiana Imaging Center is now

ChristianaCAre
Imaging Services
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AMA Annual House of Delegates Action

The annualAMA House of Delegates convened in

June. Delaware was again well represented by a

vigorous delegationheadedby Dr. Stephen Permut.

Delegates included Drs. Michael Bradley, Carol

Tavani, Rafael Zaragoza, Marciana Filippone,

Michael Katz, Richard Simons and myself. The
delegation was assisted by Executive Director

Mark A. Meister.

I would like to highlight three important actions

by the House. They include a strong statement

about the HCFA developments of E/M code

guidelines and associated fraud and abuse, the

establishment of an AMA physician collective

negotiation strategy, and adoption of the House
investigative report on last year’s “Sunbeam
Affair.”

The most important testimony and debate of the

meeting involved the proposed 1997 HCFA E/M
guidehnes. Physicians from all parts of the coun-

try universally denounced these guidehnes.

The House adopted a clear and staunch posi-

tion opposing any documentation system that

requires quantitative formulas or assigns nu-

meric values to elements in the medical records

to qualify as clinically appropriate medical record

keeping. Instead the AMA has been directed to

continue to cooperate with HCFA and the CPT
editorial panel to develop and test clinically rel-

evant, realistic, practical and simplified E/M
guidelines.

In addition the AMA will:

• pursue congressional action to enact a

“knowing and willful” standard in the law

for coding and billing error fraud and abuse

penalties.

• advocate for no financial or legal penalties

based on a one-level disagreement of E/M
code assignment (this concept was intro-

duced by the Delaware delegation).

• support discontinuation of random HCFA
prepayment audits.
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• promote HCFA to use focused medical re-

view of service outliers via an independent

peer review process.

• oppose use ofthe confidential medical record

as an accounting document.

The critical reference committee that developed

the E/M policy was skillfully chaired by Dr.

Permut. The resolute message that organized

medicine has sent HCFA on this important issue

was championed and crafted by Dr. Permut’s

efforts and leadership. All members ofour Society

should be proud of his accomplishments and

nationwide peer recognition and praise.

The House also established a strong physician

advocacy position to allow collective negotiation.

The House rejected trade union affiliation but

called for development of an organized medi-

cine negotiating unit. In addition, the AMA will

pursue action with the Department of Justice

and Federal Trade Commission to allow physi-

cians to negotiate in a collective manner.

Finally, the House adopted the investigative

report of the ill-fated AMA-Sunbeam Corp. on
the 1997 endorsement agreement. (See January

1998 President’s Page). The report exonerated

the AMA Board of Trustees of any wrong doing

but criticized the Board for spending insufficient

energy on its fiduciary responsibilities. Recom-
mendations were adopted to improve the Board’s

and the organization’s performance to avoid

similar contracting and policy errors in the fu-

ture.

I believe the above representative actions by

your AMA suggest the importance of and need

for current and future physician advocacy that

can only be provided by a strong organized medi-

cal voice. Your representatives from Delaware

served you well in formulating AMA policy and
action to benefit patients and physicians of Dela-

ware.

Best regards
;
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SCIENTIFIC ARTICLE

The New Diagnosis and Classification of Diabetes Mellitus

M. James Lenhard, M.D. 1— Raelene E. Maser, Ph.D. 23

Bernardine C. Patten, R.N., CDE, F.N.P. 1

G. Stephen DeCherney, M.D. 13

Diabetes is an increasingly common disease. It

is increasing at such a dramatic rate as to be

considered at epidemic proportions in Delaware,

the United States, and throughout the world.

The failure to diagnose and effectively control

diabetes allows the destructive and costly com-

plications of diabetes to progress. The classifica-

tion, diagnosis and screening recommendations
for diabetes have recently been changed, repre-

senting the most significant changes in the last

two decades, and are highlighted in this report.

1 Diabetes and Metabolic Diseases Center, Christiana Care

Health Sen/ices — Wilmington, DE

2 Department ofMedical Technology, University ofDelaware,

Newark, DE

3 Clinical Pharmacology Research Center, Christiana Care

Health Services— Newark, DE.

DIABETES IN DELAWARE

Diabetes is one of the most common chronic

diseases in America, affecting over 20 million

people. 1 An alarmingly high number of people

have undiagnosed diabetes: for every person

who is known to have diabetes, there is one

undiagnosed case. 2 This means that 3.8 per-

cent, or one in every 17 Americans has diabetes,

and that half of them don’t know it. Ninety

percent have Type 2 diabetes, which presents

silently, and accounts for almost all of the undi-

agnosed cases. While diabetes is already com-

mon, there is evidence that we are in the midst

of an epidemic of Type 2 diabetes. The preva-

lence of Type 2 diabetes has increased a stagger-

ing 700 percent in the United States between

1955 and 1995.

3

There are three main reasons

for this dramatic increase. First, the rates of
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diabetes among non-Caucasian ethnic groups is

two to four times higher than in Caucasians.

Twenty-five percent of Latino-Americans, the

fastest growing ethnic group in America, are

affected by diabetes by age 45.4 Second, diabetes

is especially common with increasing weight, as

obesity causes insulin resistance. One-third of

Americans are now considered obese, and some
minorities such as African-American females

are known to have obesity rates of 49 percent. 5

Finally, the growth in the number of elderly

Americans has contributed dramatically to the

rise in the number of diabetic patients. Diabetes

increases sharply above age 65, with at least ten

percent ofthis group being affected by diabetes. 3

The exact prevalence of diabetes in Delaware is

not known. The Centers for Disease Control

(CDC) fund statewide health risk appraisals,

entitled Behavioral Risk Factor Surveillance

Surveys (BRFSS). These surveys have continu-

ally revealed that 4.3 percent of Delawareans

admit to having been diagnosed as having dia-

betes. 6 With 50 percent of all cases being

undiagnosed, this means that 8.6 percent of

Delaware's population, or approximately 60,000

people have diabetes. More recently, the Pre-

ventive Medicine and Rehabilitation Institute

(PMRI) of Christiana Care Health Systems has

completed a health risk appraisal of residents of

New Castle County. Their survey examined

1,000 households from all zip codes within the

county using a random number telephone sur-

vey. Households without a telephone were

sampled by surveys in waiting rooms at state

and county agencies. In this appraisal, 7.8 per-

cent of respondents admitted to having been

diagnosed with diabetes. 7 Again, 50 percent of

all cases of diabetes are undiagnosed, bringing

the prevalence of diabetes within New Castle

County to 15.6 percent, or approximately 60,000

individuals. Adding the populations from Kent

and Sussex Counties (8.6 percent of approxi-

mately 300,000 people, or 38,000) brings a fright-

ening total of 98,000 Delawareans with diabe-

tes, or one in seven residents. Although the

finding that 50 percent of the cases of diabetes

being undiagnosed has been confirmed, some
have theorized that better detection practices

have lowered this figure to 33 percent of cases

being undiagnosed. Even using this lower fig-

ure, the number of individuals with diabetes in

Delaware would still be a sobering 66,000, or

one in eleven residents. Clearly, there is a very

serious problem with diabetes in Delaware.

ECONOMIC IMPACT

Diabetes is the most expensive disease in the

Western Hemisphere. No other disease has

higher direct costs than the treatment of diabe-

tes and its complications. Fifteen percent of all

health care dollars and 27 percent of Medicare

expenditures are spent treating diabetes. 8 The
majority of the expenses are incurred by the

treatment of the chronic microvascular and
macrovascular complications of Type 2 diabe-

tes. Diabetes is the leading cause of new blind-

ness, end stage renal disease, and non-traumatic
amputations of limbs. With the current epi-

demic of diabetes in the country and in the state,

it is not very difficult to understand how diabe-

tes could lead federal and public health payers

to eventual bankruptcy.

THE NEW CLINICAL PRACTICE GUIDELINES

The American Diabetes Association has recently

released revised criterion for the disease. This is

the first revision that has occurred since 1979,

reflecting a new understanding of the disease.

The new criterion have made revisions in the

classification, diagnostic criteria, and screening

recommendations for diabetes. 9 These revi-

sions have been released in cooperation with the

World Health Organization, with the goal of

international adoption of their recommenda-
tions. It should be noted that unlike other dis-

ease management protocols such as cholesterol

or cancer screening, this is the one and only set

of clinical practice guidelines for the manage-

ment of diabetes.
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THE NEW CLASSIFICATION OF DIABETES

The terms insulin dependent diabetes (IDDM)
and non-insulin dependent diabetes (NIDDM)
are eliminated. Many patients with Type 2

diabetes require insulin, creating confusion. In

addition, no other disease states are identified

by the therapy used to treat them. The new
terms are Type 1 and Type 2 diabetes mellitus.

Some patients confused a Roman II with an
Arabic eleven, so the Arabic number 2 is pre-

ferred. Type 1 diabetes, characterized by beta

cell destruction, is further classified into a)

immune mediated diabetes, and b) idiopathic

diabetes. Immune mediated diabetes is the com-

mon beta cell destruction seen in children, al-

though one-third of cases develop after the age

of 30. Idiopathic diabetes affects a minority of

Type 1 diabetic individuals, and is strongly

inherited. These patients exhibit varying de-

grees of insulin deficiency between episodes of

ketoacidosis, and may be associated with wax-

ing and waning insulin requirements.

Type 2 diabetes is characterized by components

of both insulin resistance and insulin secretory

defects. Eighty-five percent of people with Type
2 diabetes are obese. Ifketoacidosis occurs at all,

it is almost always in association with an infec-

tion. There is a strong genetic predisposition,

and it tends to occur more frequently in women
with a previous history of gestational diabetes,

people with a history of hypertension and
dyslipidemia, and in non-white minority groups.

In addition to Types 1 and 2, the new classifica-

tion of diabetes includes the groups Other Spe-

cific Types of diabetes, a catch all for mostly

rare, well-defined causes of diabetes that cannot

be easily classified as either Type 1 or 2. The
term Gestational diabetes has been retained,

designating diabetes that is self-limited, occur-

ring only during pregnancy.

The old term Impaired Glucose Tolerance (IGT)

is retained, pertaining to patients whose carbo-

hydrate tolerance is intermediate between the

normal and diabetic state. IGT, defined as a

post-prandial blood glucose level above 140 mg/
dl but below 200 mg/dl, is not an actual disease,

but rather a point on continuum between nor-

mal and diabetic. A new term has been added;

impaired fasting glucose (IFG) is defined as a

fasting blood glucose above 110 mg/dl but below
126 mg/dl. Like IGT, this is not a disease state,

although patients with IFG are at increased

risk of developing both Type 2 diabetes and
microvascular complications.

THE NEW DIAGNOSTIC CRITERIA OF DIABETES

With the burgeoning epidemic of diabetes that

is developing, the focus of the ADA’s Expert

Committee on the Diagnosis and Classification

of Diabetes Mellitus turned from intervention

to prevention. Type 2 diabetes is often present

for five to ten years before diagnosis, during

which time both microvascular and
macrovascular complications of diabetes accu-

mulate. 10 Twenty percent of patients with

newly diagnosed diabetes will already have evi-

dence of microvascular damage. 11 The early

diagnosis of diabetes would not only help pre-

vent the long-term complications, but would
also allow a cost effective redirection of re-

sources.

The two new criteria in the diagnosis of diabetes

involve a change in the cutoff in fasting glucose,

and a reduction in the role of the oral glucose

tolerance test (OGTT). The new cutoff for a

fasting plasma glucose is 126 mg/dl. The cutoff

for a post prandial blood glucose remains un-

changed, at 200 mg/dl. Either of these cutoffs,

confirmed on a different day, may be used to

diagnose diabetes. The previous fasting cutoff

blood glucose value had been 140 mg/dl
?
but the

average two hour blood glucose on an OGTT in

these individuals is really closer to 240 mg/dl.

Individuals with a two hour blood glucose of 200

mg/dl on an OGTT actually have a fasting blood

glucose of 125 mg/dl. 12 Therefore, the Commit-
tee had to choose between elevating the two

hour cutoff to 240 mg/dl, or decreasing the

fasting cutoff to 125 mg/dl. It was decided that

the fasting cutoff should be changed to 7.8

mmol, or 126 mg/dl. There are two significant

effects of this change. There will be an increase

in the number of known diabetic individuals,
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but not the total, which is the desired effect of

the change. Secondly, it will mean that about 25

percent of patients with normal glycated hemo-
globins, or hemoglobin Aic's will be classified as

having diabetes, rendering the hemoglobin Aic

ineffective as a screening tool for diabetes. With
the ready availability of plasma glucose testing,

the more expensive and cumbersome OGTT has

been relegated as primarily a research tool.

THE NEW CLASSIFICATION IN THE
SCREENING FOR DIABETES

Previously, it had been recommended that indi-

viduals that were at high risk for diabetes be

screened, with efforts made to identify the risk

factors. The new recommendations state that

ALL adults be screened for diabetes every three

years starting at age 45. Screening should be

carried out at a younger age, and performed
more frequently, in people that have an in-

creased risk for diabetes. This would include

people that are obese (BMI > 27 kg/m 2
), have a

first degree relative with diabetes, are a mem-
ber of a high risk ethnic group (Hispanic-Ameri-
can, Native American, Asian-American, Afri-

can American), have a history of gestational

diabetes or have delivered an infant above nine

pounds, have a blood pressure above 140/90 mm
Hg, have a triglyceride level above 250 mg/dl or

an HDL cholesterol below 35 mg/dl, or have a

previous history of IFG or IGT. Approximately
one-third of Americans fit these criteria. Fi-

SUMMARY: THE NEW CLASSIFICATION OF DIABETES

1. Classification

• The terms IDDM and NIDDM have been replaced by "Type 1" and "Type 2" diabetes

• The two other classes include "Gestational Diabetes" and "Other Specific Types" which include

rare genetic defects, diabetes caused by drugs, etc.

• Impaired Glucose Tolerance (IGT) refers to a plasma glucose >140 mg/dl but <200 mg/dl on a

two hour value of an OGTT
• Impaired Fasting Glucose (IFG) refers to a fasting plasma glucose that is >1 10 mg/dl but <126

mg/dl.

2. Diagnosis
• There are three ways to diagnose diabetes. Each of these methods must be confirmed on a

subsequent day, by any method.

Fasting plasma glucose >1 26 mg/dl

(fasting is more than eight hours

without calories).

3.

Screening
• ALL individuals over the age of 45 should be screened every three years.

• Screening should be considered sooner or more often in individuals that are at high risk. This

includes people who are obese, have a first degree relative with diabetes, are a member of a

high risk ethnic population (Latino-American, African American, Native American, Asian-

American), have a history of gestational diabetes (GDM) or have delivered a baby weighing

more than nine pounds, hypertension (>140/90 mm Hg), and HDL cholesterol <35 mg/dl or a

triglyceride >250 mg/dl, or with a history of IGT or IFG.

• All women should be screened for gestational diabetes, unless they fulfill three criteria for low

risk, in which case screening may be skipped. The three criteria for low risk include: 1) women
under the age of 25 with a normal body weight, 2) women without a first degree relative with

diabetes, 3) women who are not members of a high risk ethnic group.

Symptoms of diabetes (polyuria,

polydipsia, weight loss) plus a ran-

dom plasma glucose >200 mg/dl.

A two hour plasma glucose >200 mg/dl

on a 75 gm OGTT. The OGTT is dis-

couraged as a first line diagnostic test.
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nally, the Committee has recognized that test-

ing for gestational diabetes (GDM) may not be

cost effective in every pregnant female. If a

woman fulfills all three criteria, her chnician

may elect to forgo the standard screening test

for GDM. The three criteria that must be met to

consider ehminating screening for GDM are 1)

age below 25 years, with a normal body weight

2) no first degree relatives with diabetes, and 3)

women who are not part of a high risk ethnic

group, as listed above.

SUMMARY

We are in the midst of an epidemic of diabetes,

and the prevalence appears to be especially

marked within Delaware. To prevent tragic

long-term complications ofdiabetes, and to mini-

mize the enormous costs associated with treat-

ing them, an emphasis must be placed on the

early diagnosis and aggressive management of

diabetes. The changes in the classification, di-

agnosis and screening for diabetes should help

to redirect the focus to one of preventive care.
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SCIENTIFIC ARTICLE

High Immunization Rates Versus Missed Immunization

Opportunities in a Private Pediatric Office

David Epstein, M.D.

ABSTRACT

Objective. This prospective study examines
coverage levels for immunization of two-year-

old children in a large private pediatric practice,

and delineates the frequency of missed opportu-

nities for vaccination.

Setting. A private single-specialty group pediat-

ric practice in a suburban locale.

Design. With the aid of our office billing com-

puter, 218 children between the ages of 21 and
24 months who had ever received medical care

in our practice were identified. A manual chart

review was performed to identify those children

no longer receiving care from us. Of the 189

David Epstein, M.D. is from the Department of Pediatrics at Thomas
Jefferson University in Philadelphia, Pennsylvania, The Medical Cen-

ter of Delaware in Newark, Delaware, and the duPont Hospital for

Children in Wilmington, Delaware.

patients remaining, the immunization records

in the patients’ charts were compared to the

State of Delaware immunization registry to

identify those who had not received the full

panel of recommended vaccines. Those charts

were examined to identify reasons for

underimmunization. No patient recall was per-

formed. The charts of underimmunized chil-

dren were reexamined five months later to de-

termine how many had become fully immu-
nized.

Results. On initial review, 86 percent of 21-24

month old children in our practice had received

all recommended vaccines. Only 15 percent of

the underimmunized children had had a missed

opportunity for vaccination in the initial chart

review. About half of the underimmunized
patients received their missing vaccines over

the next five months, yielding an eventual im-

munization rate of 94 percent. Only two of the

11 children still underimmunized by the end of
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the study (aged 26 to 29 months) had appeared

for an 18 month or a 24 month well child visit;

only four ofthe 1 1 had had a missed opportunity

to receive immunizations during the five month
study period. A subsequent chart review showed

that 90 percent of our patients were up-to-date

at 24 months of age.

Conclusions. Achievement of a 90 percent im-

munization rate for two year old children is

possible in a large private practice. Most
underimmunized children in our practice had
failed to appear for recommended well visits; a

minority experienced missed opportunities for

immunization.

Keywords. Preschool children, vaccination, im-

munization, preventive medicine, private prac-

tice.

INTRODUCTION

The U.S. Public Health Service has set as a goal

that 90 percent of two-year-old children be fully

immunized by the year 2000. 1 However, immu-
nization rates for American two-year-old chil-

dren remain disappointingly low, although they

have risen slightly in the past few years. Health

care providers’ immunization practices may con-

tribute to low immunization rates. Standards

for vaccination practices at health care facilities

have been published, 2 although not all private

practices adhere to them. 3

Recent research has described the dishearten-

ing extent to which health care providers may
contribute to low immunization rates, by miss-

ing opportunities to vaccinate. Fairbrother et

al4 found that inner-city storefront physicians’

offices missed an opportunity to vaccinate at 84

percent ofvisits. McConnochie and Roghmann, 5

studying a hospital-based primary care center

in Rochester, found that 82 percent of children

had had at least one missed immunization op-

portunity. Lopreiato and Ottolini, 6 in a widely

quoted study, found only an 86 percent vaccina-

tion rate in 25-35 month old children served by

seven Department of Defense (DOD) pediatric

clinics, despite accessible medical care and free

vaccines. (The study also noted that only 21

percent of DOD families whose childrens' im-

munizations were delayed were aware of the

delay.) Holt et al7 examined a Baltimore popu-

lation of 24 month old children with a 55 percent

immunization rate, and found that 75 percent of

underimmunized children had had at least one

missed opportunity, with a median of two. The
problem does not lend itself to solutions outside

the physician’s control; even direct case man-
agement with home visitations and a parent

education program only minimally decreased

the likelihood of missed opportunities to vacci-

nate in a Los Angeles clinic. 8

It is widely expected that immunization rates

should be higher in private practices. 9 10 Szilagyi

et al 11 found that in a Rochester suburban
practice, 7.4 percent of visits in the second year

of life qualified as missed vaccination opportu-

nities, compared to 16-30 percent in other types

of practices. (Even in the suburban practice,

however, the cumulative prevalence of

undervaccination was 13 percent at 24 months.)

However, Bordley, Margolis and Lannon 12 stud-

ied immunization rates in a varied sample of

private practices in North Carolina, and found

that only 77 percent of the children who had
made sufficient numbers of well child visits for

full immunization had actually received all rec-

ommended vaccines; immunization rates were

unrelated to insurance status, urban versus

rural location, the number of physicians in the

practices, or daily patient volumes. (These

authors were unable to evaluate the frequency

of missed opportunities.) In fact, none of the

practices in this study achieved the 90 percent

goal set forth by the U.S. Public Health Service. 1

Recent reviews 13,14 have succinctly commented
on many of the most recent studies. However,

there are no reports which describe an Ameri-

can private practice that achieves 90 percent

immunization rates, or avoids contributing to

the underimmunization problem through missed

vaccination opportunities.

As the discussion regarding missed opportuni-

ties for vaccinations has developed, I wished to

determine to what extent underimmunization

362 Del Med Jrl
,
August 1998, Vol 70 No 8



Scientific Article

in our practice had resulted from our own fail-

ure to recognize vaccination opportunities.

SETTING

Our busy pediatric practice employs four full-

time pediatricians, two part-time pediatricians,

and a pediatric nurse practitioner. Our single

office is located in a suburban area. As a matter

of policy, we give immunizations at well visits,

sick visits, and on a walk-in basis. However, we
explicitly recommend well child visits at one,

two, four, six, nine, 12, 15, 18, and 24 months
(and yearly thereafter). 15 We follow generally

accepted standards for immunization practices,

and in particular we attempt to vaccinate chil-

dren seen for sick visits unless their fever is

more than low grade.

As the largest private provider ofpediatric health

care in our small state, we see a mix of upper
middle class, working class, and impoverished

patients. About ten percent are insured through

Medicaid, and most of the rest have health

insurance as a benefit of employment. Most of

our patients have insurance that covers the cost

of immunization. We have also participated

with the federal Vaccines For Children (VFC)
program, administered through the state Divi-

sion of Public Health. For patients paying out-

of-pocket, if the parent feels the cost is too great,

we refer to the state’s Pubhc Health Division for

free vaccines; a small number of our patients do

avail themselves of this opportunity.

METHODS

Immunization records in our office are main-
tained on a flow sheet of our own design in each
chart, and also in a separate log book where we
note the lot number of each vaccine we admin-
ister. In addition, we participate with Delaware’s

statewide voluntary computer registry for im-

munizations.

To collect our data, I performed a "snapshot"

review of our immunization rates on a chosen
day, and recorded the names of those children

missing one or more vaccines. I then reviewed
these charts five months later, to determine
how many had been immunized in the interim,

and the reasons for continued under-
immunization. We did not perform a patient

"recall" during this study period.

On January 18, 1996, 1 printed a report from our

office billing computer, listing all 218 patients

aged between 21 and 24 months who had ever

received medical care in our office. Of these, 29

(13 percent) were found to have transferred out

of the practice, several ofwhom had been exam-
ined by us only once.

All 189 remaining charts were manually re-

viewed for immunization status. For each chart

which failed to document four DTP, three polio,

one MMR, four HIB, and three Hepatitis B
vaccines, the child’s name was recorded.

For each chart which showed missing immuni-
zations, the state registry was called to confirm

that the patient had not received immuniza-
tions through our office, at a state Public Health

clinic, or at another facility participating with

the registry. If our records were incomplete,

they were updated.

RESULTS

Of the 189 patients between 21 and 24 months
under our care on the initial study date, 162 (86

percent) were found on initial chart review to be

fully immunized.

Of the 27 underimmunized patients between 21

and 24 months, initial chart review revealed

only four patients (15 percent) who had been
seen by a physician who failed to administer the

missing vaccine despite the absence of a medical

contraindication. Four more were found to have

a temperature above 101°F at (each of) one or

more visits after 18 months, making immediate
immunization imprudent. The other 19 pa-

tients whose immunizations were not up-to-

date had not appeared for any medical care in

our office since the age of 15 months at the

time of this initial chart review.
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Over the next five months, we continued to

provide our usual care, but did not perform an
extraordinary patient recall for the under-

immunized children. When these children

were aged 26 to 29 months, the charts of the 27

previously underimmunized children were re-

examined. Of these, ten were now fully immu-
nized; one had been asked to leave the prac-

tice due to noncompliance; five had moved
away; four had been examined in the office,

and an opportunity to immunize had been
missed; seven patients were still not up to

date, but had not been seen in the office or had
been seen only when ill (for temperatures over

101°F or for seizures). No parent declined

immunizations when offered.

Thus, of 184 patients still in our practice at 26-

29 months of age, only 11 remained under-

immunized, for a rate of full immunization of

94 percent. All but two of these children did

not appear for an 18 month or a 24 month well

child visit, as recommended by our patient

literature and by our physicians at each well

visit.

After the five month study period, our office

repeatedly attempted to contact the families

ofthe 11 remaining underimmunized patients:

four could not be reached; five were con-

tacted, and their immunizations were brought

up-to-date within the next three months; two
families promised to bring the children for

care, but did not.

Our final chart review counted the number of

children whose immunizations were up-to-

date when they were exactly 24 months old.

One hundred and sixty-nine of 189 (90 per-

cent) of our patients were fully immunized at

this age, satisfying the U.S. Public Health

Service "Healthy People 2000" standard. 1

Every underimmunized child was missing at

least one DTP or polio vaccine. Thus, exclud-

ing HIB or Hepatitis B vaccination from con-

sideration would not have altered our vacci-

nation rates.

I reviewed the insurance status of the 11

patients still underimmunized at the end of

the study: one patient had Medicaid coverage,

four were "self pay" (indemnity or no insur-

ance), and six were covered by one of several

managed care plans offering comprehensive
benefits.

DISCUSSION

Our results demonstrate that in a very busy
private suburban pediatric office, a high level of

current immunization can be made a part of

routine practice. Our office was able to main-

tain immunization rates of 86 percent for 21-24

month old children, and 94 percent for 26-29

month old children in our practice.

Importantly, most of the underimmunization
among our patients was due to a failure of these

families to appear for recommended well child

care. In the initial chart review, only four of 27

underimmunized patients (15 percent) had had
one or more missed opportunities for vaccina-

tion before the five month study period. Of the

11 patients still not up-to-date by the end of the

study, only four had had a missed opportunity.

Most underimmunized patients possessed medi-

cal insurance which covered most of the cost of

immunizations and visits.

Our office represents a typical pediatric subur-

ban practice. We employ six general pediatri-

cians, two ofwhom work about three-quarters of

the time, and four of whom are full-time. A
pediatric nurse practitioner also sees patients

30 hours per week. On a typical day, each

pediatrician may see 45-50 patients, and more
may come in for nursing care such as weights or

shots.

Our experience contrasts with the national sta-

tistics
16 (available at the time of the study pe-

riod) for full vaccination (4:3:1:3 ratios for DTP,
polio, MMR and HIB respectively). The Na-

tional Immunization Survey data from March,

1995, which included children as old as 36
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months, reported only 72 percent compliance

nationally, and 79 percent for Delaware chil-

dren. (More recent reports show dramatically

improved immunizations rates nationally, al-

though the improvement is less impressive in

Delaware’s population.)

Our rate of missed opportunities for vaccination

was significantly lower than that reported by

other recent studies. The health care providers

in our practice keep current immunization as a

high priority in their practice style. Moreover,

I studied the rate ofmissed opportunities only in

underimmunized patients, since I was inter-

ested in the contribution of missed opportuni-

ties to the rate of underimmunization. The
percentage of missed opportunities might be

different across our entire patient base.

Limitations of this study should be noted. I

examined only the records of those patients who
were members of our practice at the age of 2 1-24

months. One might hypothesize that famihes

who were in our practice at earlier ages but had
transferred their care or had been asked to leave

might be more likely to be underimmunized.

On the other hand, our patient selection was
more restrictive in our definition of a "two-year-

old" than some studies. I studied children aged
21-24 months, and followed them for an addi-

tional five months. Had I followed these pa-

tients to 36 months of age, as did the CDC, 8 our

immunization rates would likely have been
higher.

Our ultimate immunization rate of 94 percent

did not include patients who had transferred

into our practice within the five month study

period. One might debate the appropriateness

of including new patients in a practice’s immu-
nization rates when determining the extent of a

health care provider's responsibility for under-

immunization. (A subsequent computer review

found only one such new patient in this age

group within this five month period.)

Caution should be exercised in generalizing our

results to practices around the country.

Delaware’s Division of Public Health maintains

a state-wide immunization registry; no other

state has such a program, although several

cities and counties in the United States have
similar programs for their localities. All Dela-

ware health providers are permitted to acce^
this data base. Our access to this computerized

immunization registry undoubtedly aided our

record keeping, enabling us to quickly identify

those patients who truly needed vaccines at the

time of their visits to the office.

One must note in passing that the identification

of our underimmunized patients, and the accu-

rate determination of our immunization rates,

required many hours of physicians’ and nurses’

labor. In our office, with our current record

keeping, this task would be impractical to per-

form on a regular schedule. We use a fairly

modern computerized billing system, which
nonetheless is not capable of creating a list of all

underimmunized children in its database. I

recently surveyed about a dozen of the currently

available software packages for computerized

patient records, each priced at many tens of

thousands of dollars. I found none which could

perform this task easily. (The Delaware Divi-

sion of Public Health is hoping to develop such

software, using its statewide immunization
tracking system, for use by Delaware health

providers.)

I conclude that achievement of a 90 percent rate

of complete immunization for two-year-old chil-

dren is possible in a large private practice. We
were largely able to avoid contributing to

underimmunization through missed opportuni-

ties to vaccinate. Most underimmunized pa-

tients in our practice failed to appear for at least

two recommended visits.
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EDITORIAL

Enhancing Potency

Michael R. Zaragoza, M.D.

Ah, Viagra. The long awaited potency pill has

stirred the sexual consciousness of our nation

and restored erectile function for countless men.
With only three percent of the estimated 30

million impotent men seeking treatment prior

to Viagra's release, an enormous market poten-

tial exists much to the delight of Pfizer and its

stockholders. Yet, enhancing blood flow to the

corpus cavernosa has also generated a myriad of

issues ranging from hope and opportunity to

temptation and controversy.

First, the positive side. In the form of a pill,

treatment of erectile dysfunction becomes much
more palatable for scores of men who would
otherwise not seek medical attention of any
kind. In fact, Viagra may make the more inva-

sive therapies (implants, injections, and inserts)

nearly obsolete. The emergence of a never

previously seen patient affords us as physicians

Michael R. Zaragoza is an Associate Editor for the Delaware

Medical Journal and a practicing urologist in Dover, Delaware.

the opportunity to thoroughly assess the patient's

overall medical status and discuss health main-

tenance issues. In my practice, a complete

history and physical exam are performed, PSA,
testosterone, glucose, and cholesterol levels are

obtained, and cessation of smoking is encour-

aged. In most cases, an organic cause of impo-

tence is detected and this fact underscores the

importance of a proper workup.

In several ways, the promise of Viagra forces

men to confront physical, emotional and hor-

monal changes brought on by aging. For many,
self-image is inherently linked to the ability to

perform sexually. By enhancing potency, confi-

dence and self-esteem can be regained. Thus,

the drug becomes a vehicle for both personal and
physical growth which, ideally, can be utilized

to improve the quality of marital relationships.

To do so, one must understand that the pill itself

doesn't create affection or intimacy and that

couples must address emotional needs in order

to complement the physical erection.

Del Med Jrl
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Unfortunately, the harsh realities of present

day tend to open up other, less than ideal av-

enues of opportunity. Those who mistakenly

view Viagra as a cure-all for marital problems

may instead create more spousal distress if not

managed with sensitivity. Others, armed with

renewed sexual vigor, will go outside the home
in pursuit of extramarital conquests. Some-
where, men in their seventies will be fathering

children and raising newborns. Those with

cardiac conditions deemed poor candidates for

Viagra will be overcome by its allure and jeopar-

dize their health for the sake of potency. As one

patient from Virginia put it, "If I have to go, it

might as well be this way."

The decision to take the drug is one issue and

paying for it is another. Who should pay how
much and for what quantity? Insurance compa-

nies are again attempting to dictate medical

treatment by declining or limiting reimburse-

ment for Viagra. In effect, each of these compa-

nies is mandating the "allowable" number of

sexual encounters for their enrollees. For the

poor or uninsured who can't foot the $10 per

tablet bill, sex becomes just another item to be

added to the long list of unaffordables. For

women, the insurance issue has reawakened
the controversy of providing coverage for oral

contraceptives. Double standards, they claim,

have been created and insurers are accused of

"gender bias." The argument seems to be valid

and, besides, does it really make sense to cover

abortions and not birth control pills?

All in all, an oral potency drug creates a poten-

tial benefit to society and provides the quick fix

to which baby boomers have grown accustomed.

Although the cocktail party jokes have grown
stale, the popularity of Viagra continues to

surge, leaving a multitude of issues in its wake.

The nervous laughs which initially greeted the

drug have been replaced by serious inquiries

into its many implications and ripple effects.

And soon, women may have a little blue pill of

their very own.

Ah, Viagra.

Providing Service

Beyond The Numbers

Certified Public Accountants & Management Consultants

270 Presidential Drive • Wilmington, DE 19807 • (302) 656-5500

www.mcbrideshopa.com • e-mail consulting@mcbrideshopa.com
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GUEST EDITORIAL

A Vision For Future Health Care

James H. Newman, M.D., F.A.C.P.

Amid all the uncertainty of today’s environ-

ment, there is the opportunity to organize our

shared values as physicians and regain control

of what matters most. This opportunity comes
through the horizontal integration of health

care delivery demanded by today’s marketplace.

Imagine the ability to utilize resources to help

manage patients with chronic diseases (diabe-

tes, asthma, CHF, and arthritis, for example) at

the front end of their illness. Patients are not

equipped to understand, remember or imple-

ment our recommendations. A system of care

management, developed with physician input

and approval, when engaged by the doctor, can

help ensure understanding and comphance by
the patient. Through tracking such patients,

better outcomes can be demonstrated. Or, take

the example of specific episodes of care: joint

replacement, stroke, acute abdominal surgery,

pregnancy. Wouldn’t it be easier for us, a better

James H. Newman, M.D., is the Chairman of the Board of Di-

rectors of the Christiana Care Physicians Organization.

experience for patients and possibly better for

outcomes, if critical paths were in place that

directed the patient through the continuum of

care automatically without someone having to

remember to ask the question, "Should we.... or

Did you?" And shouldn’t we be able to figure out

a simpler and more responsive way to gain

access to health care? Wouldn’t it be nice if a

single phone call was capable of authorizing a

visit to a specialist, setting up the appointment,

notifying and reminding the patient, transfer-

ring the medical record, and scheduling the

preliminary tests? Wouldn’t it be nice just to

have the data when we see the patient? And
wouldn’t it be nice if doctors had input and
sign-off on every facet of these processes! This

is the beginning of the vision of health care

delivery that I had which led me to accept the

board chairmanship of the Christiana Care Phy-

sicians Organization and to become involved in

the process of creating an integrated health care

delivery system. I don’t pretend it will be easy,
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but I do think that it is necessary and with time

will result in better care for our patients, im-

proved outcomes for our community, and im-

proved stature for our profession. I have friends

that would call me too idealistic, or worse (you

know who you are). I have no problem with that.

I don’t mind being an optimist, I have plenty of

company to balance my outlook.

I think we do too much to people. In the aggre-

gate, we do too many lab tests, x-rays, and
scans. Too many back operations, hysterecto-

mies, laparoscopies, endoscopies, and
arthroscopies. Too many minor surgeries, eye

operations, catheterizations, bronchoscopies,

and so on. You get the idea. I’m not picking on

anyone in particular, mind you. I include myself

in this observation.

And I think we do too little to people. Our
histories are limited and our physical exams are

truncated. We often do not listen closely to what
our patients need to tell us. Having lost the

depth of their needs and concerns, if not the

superficial content, we can only fail at success-

ful communication about their total health. In

the course of my typical day of practice, I see

many patients with chronic disease that causes

pain and functional limitation. Since I get to

know people over an extended period of time, I

often hear about their frustrations, including

their frustration with their doctors (pep and
specialist). Their biggest complaint is, "my doc-

tor doesn’t listen to me." My response is to

defend my colleagues. "Doctors are busy,

stressed, intelligent and experienced. They may
appear not to be listening, but they hear you
with their inner ear." But I also tell them that

doctors are human and need to be challenged

when not responding to the needs of the patient.

"The most important aspect of your health care

is your relationship with your doctor. If you
don’t think he or she is listening, tell them. My
experience is that when doctors are made aware
that they are not meeting patients’ expecta-

tions, they are surprised, and quick to respond."

The fact is that we are only human. We have
family stressors, economic pressures and pro-

fessional anxieties. At our core, we share the

need to do the best that we can for our patients,

improve the general health of our community,
and improve the stature of our profession. That
is what makes us professionals. But the health

care delivery landscape is shifting, and we have
wrapped ourselves in a cloak of cynicism and
weighted ourselves with an anchor of helpless-

ness. I am going to argue that it is too soon to

give up the ship.

And what about managed care, or managed cost

as it is better described when practiced by an
insurance company? I don’t think global risk or

physician risk contracting is guaranteed to be-

come the dominant form of reimbursement in

Delaware. If it does, we will need the structure

of an integrated system to manage patients

successfully in a risk context. If it doesn’t, we
will still need the structure of the integrated

system to improve the efficiency of care, im-

prove and demonstrate outcomes, and meet the

challenges of the next century.

As the HIV-infected musician in the musical

Rent says, we are living (and dying) in America
at the end of the millenium. We must acknowl-

edge that nothing will be again as it once was,

but we can seize the day, turn uncertainty into

a strength and through shared values create

better health care for our state.
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n 1 922, the Visiting Nurse Association was born in Delaware. Since then,

we've expanded our service area, meeting the needs of the people of Delaware

and bordering communities in three other states.

And now, as we move forward into the future with our partners in healthcare, we
are proud to announce that we have become Christiana Care Visiting Nurse

Association.

Our new name reflects a closer working relationship with other parts of the

Christiana Care Health System, as well as our vision to develop relationships

throughout the Region which will help us provide the best home healthcare

services available.

Many things you know about us will not change — our offices throughout the

Region, staffed with local nurses and healthcare professionals, our commitment

to every person, in every town, in every county in the region.

Many things have changed since 1 922. But one thing remains the same...

There's nothing like the healing power of home.

ChristianaCAre
VISITING NURSE ASSOCIATION

1-800-VNA-0001



“There is

nothing MORE

EXHILARATING

SHOT AT
11

TO BE

RESULT

Princeton Insurance Company policyholders are winning the battle against frivolous

professional liability claims: 95% of company-managed cases are resolved in our insureds’

favor. A successful defense means an unscathed professional reputation and preservation of

financial security.

In today’s legal climate, even the best doctors must dodge a bullet now and then.

To marshal the heavy artillery on your side, consult one of the independent agents who

represent Princeton or call us at 1-800-757-2700.

Princeton Insurance Company

Professional Liability Office Package Policy Workers Compensation

RatedA- (Excellent) by A.M. Best Company 4 North Park Drive • Hunt Valley, Maryland 21030



BOOK REVIEW

Who Lives? Who Dies?

Ethical Criteria in Patient Selection
John F. Kilner

Yale University Press, New Haven, CT - 1990

359 pages

David Platt, M.D.

The author of this book is not a physician but an
ethicist. He is a senior associate at The Park
Ridge Center for the Study of Health, Faith, and
Ethics in Chicago. This is a scholarly work
which is backed up by 115 pages of references.

The theme is the scarcity of life saving health

care resources, such as organs for transplant,

intensive care beds, and new medicines; and
how our society allocates these, thereby decid-

ing who lives and who dies, and whether our

presently used criteria for allocation are just. In

the past, Dr. Kilner has done similar ethical

studies in Kenya; he enlivens this book with

interesting examples of how the ethical prin-

ciples followed in Kenya often differ very sharply

from ours.

The format of this book is interesting. It is

divided into 16 chapters, each one of which

David Platt, M.D., is a member of the Medical Society of Dela-

ware and is a contributing author to the Delaware Medical Jour-

nal.

discusses a different selection criterion. The
discussion in each chapter follows a set arrange-

ment: justifications for the criterion as a selec-

tor, weaknesses of the criterion, possible com-

mon ground, and, finally, a case history taken

from actual medical records to illustrate the

point.

Among the sixteen criteria discussed are social

value of the patient, supportive environment

available, psychologic ability, imminent death,

length and quality of likely benefit, ability to

pay, and random selection, as by lottery or toss

of a coin.

With the increasing intervention of managed
care in our society, problems of selection and use

of limited resources are becoming increasingly

important. This book will be a great help to any

physician trying to find a way through the

ethical dilemmas we now must face.
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INDEX TO ADVERTISERS

Arbors at New Castle 375

Christiana Care Imaging Services 352

Christiana Care VNA 371

Community Imaging 346-47

Diagnositc Imaging 350

McBride Shopa, & Company, PA 368

Minor Surgery Center 360

MSDIS 349

Papastavros 376

Princeton Insurance 372

INFORMATION FOR
ADVERTISERS

The Delaware Medical Journal is a monthly

publication of the Medical Society of Dela-

ware. The Journal reaches approximately 80

percent of the state's physicians, as well as

medical libraries, and hospitals; its circula-

tion is approximately 1,630.

Full-, half- and quarter-page advertisements

are accepted. Half- and quarter-page ads

may be either vertical or horizontal. The

Journal can provide such services as four-

color or matched color ads; camera work

(halftones, line shots); and typesetting.

Closing for space reservations is the first of

the month, two months prior to publication.

Closing for materials is the first of the month,

one month prior to publication.

All advertisements are subject to approval by

the Publications Committee of the Medical

Society of Delaware.

For a media kit or for more information, call

Kristine Riccardino at 302-658-7596 or 800-

348-6800 (Kent or Sussex Counties).
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The Optimum
Referral Option

The Arbors at New Castle

Subacute and Rehabilitation

Center is a 120-bed Center

specializing in providing the

area's finest subacute,

rehabilitation and basic

healthcare services.

In today's cost conscious

environment, healthcare

roviders are increasingly

eing asked to produce

optimal medical results at

minimal costs. That's

precisely what the Arbors

at New Castle is designed,

staffed and equipped to do.

When combined with

our physician-driven

interdisciplinary team
approach to delivering

care, our subacute care helps

high acuity patients recover

quickly, at costs that are

30-60% less than comparable

care in an acute care setting.

In addition to our basic

healthcare services, we
provide care through

specialized subacute

programs in the areas of:

Respiratory

Medical Rehabilitation

Digestive Diseases

A Cardiac Recovery

A Infusion Therapy

A Wound Care

For more information

and a copy of our video

call 328-2580.

cfth
ARBOR

ARBORS AT NEW CASTLE
Subacute and Rehabilitation Center

32 Buena Vista Drive

New Castle, DE 19720

(302) 328-2580



Papastavros' Associates Medical Imaging,LLC

Committed. . . To you and your patients!

T>
M. Jkj maintaining a leadership role in the deliv-

ery of high-quality healthcare, Papastavros’

Associates Medical Imaging,LLC

provides a full spectrum of quality, state-of-

the-art diagnostic imaging services in a caring

and comfortable environment.

Imaging services provided include:

X-Ray

M R I scanning

/Open Scanning

! Ultrasound,

including Cardiac

Spiral C.T. Scan

Mammography/

Core Biopsy

• Dual Energy Bone

Densitometery

Nuclear Medicine

• Spect Thallium/

Cardiolite

• Scintmammography

Our Women’s Centers are designed to address

the health care needs of all women:

® Mammography services provided by a staff of

highly trained technicians and dedicated

professionals.

• OB and breast sonography, echocardiography,

cardiac stress and doppler scans.

• Stereotactic breast biopsy, the latest

technological advance in breast cancer detection

• Dual Energy Bone Densitometry to detect and

monitor osteoporosis comfortably, quickly,

safely and precisely

Papastavros’

Associates

medical

We’re there where you need us!

w, are pleased to welcome new

facilities in Milford, Lewes and

Glasgow. Full service imaging includ-

ing a technically advanced “Open”

MRI for claustrophobic, pediatric, and

handicapped patients is now available

at our office in the Glasgow

Medical Center.

• Wilmington

1701 Augustine Cut-Off

Suite, 100, Bldg. IV

Wilmington, DE 19803

(302) 652-3016

• Glasgow

2600 Summit Bridge Road,

Suite 122

Glasgow, DE 19702

(302) 832-5590

• Newark

40 Polly Drummond Hill Road,

Suite 100, Bldg.4,

Newark, DE 19711

(302) 737-5990

• Healthcare Center at Christiana,

200 Hygeia Drive,

Newark, DE 19702

(302) 421-2121

Other Convenient Locations:
1508 Pennsylvania Avenue (302) 655-4042

2700 Silverside Road (302) 478-1 100

1805 Foulk Road Suite 1 (302) 475-8036

420 Christiana Medical Center (302) 368-3959

1320 Philadelphia Pike (302) 792-2529

1941 Limestone Road (302) 633-9873

702 Delaware Street, New Castle (302) 328-1502

Omega Professional Center (302) 738-5500

5317 Limestone Road (302) 239-9415

550 Stanton-Christiana Road (302) 633-9910

314 E. Main St., Newark, (302) 455-0775

111 Railroad Ave. Elkton, MD (410) 392-6155

556 S. DuPont Hwy, Milford, (302) 424-4163

1539 Savannah Rd., Lewes (302) 655-2590



Baltimore

BOV e% innc

Health Sci & Human Svc Lib

Acquisitions/Serials Dept
601 W Lombard St

Baltimore, MD 21201

DELAWARE

The FDA and

Dmg Safety

The Sources and

ses of Hematopoietic

Stem Cells

Keep Increasing

Intravenous Insulin

Infusion Therapies for

Postoperative

^oronary Artery Bypass

Graft Patients

Medicare Carrier

Advisory Committee



fimunity Imaging (Snter
a division ofDelaware Diagnostic Services, Inc.

Meeting Your Medical Imaging Needs
Limestone Medical Center
1941 Limestone Road, Suite 214
Wilmington, DE 19808

Telephone: (302) 892-6200
Fax: (302) 892-6206
Internet: www.limestonemed.com

David S. Grubbs, M.D., FACC, FACP
Medical Director

Frank DiGregorio, CNMT, RDMS
Director ofDiagnostic Imaging

Therapy

1-

131 Thyroid Ablation

Cardiology
Cardiovascular Stress Test

2-

D Echocardiogram
ECG
Holter Monitor
Loop Monitor
Signal Averaged ECG

Ultrasound
Abdominal
Breast

Extremity

Obstetrical

Pelvic

Retroperitoneal

Testicular

Thyroid
Transvaginal

Vascular Ultrasound
Arterial Duplex Scan
Carotid Duplex
Venous Duplex Scan

Nuclear Medicine
Abcess Localization

Brain Scan

Bone Scan

Breast Imaging (Miriluma)

First Pass

Gastric Emptying Scan

Gastrointestinal (GI) Bleed Scan

Gated Blood Pool (MUGA) Scan

Hepatobilary (HIDA) Scan
Liver and Spleen Scan
Lung Scan

Meckel’s Scan

SPECT Myocardial Perfusion Scan

(Cardiolite or Thallium)

Parathyroid Scan

Renal Scan
Testicular Scan
Thyroid Carcinoma Metastases

Imaging
Thyroid Scan
Tumor Localization

Offering imaging with:

Cardiolite M0W§»ear

Prompt, courteous service • Test results available in 24 hours or less • Allpositive tests called andfaxed

Other Services Available At: S
Limestone
Medical Center

1941 Limestone Road
Wilmington, DE 19808

(302) 992-0500

• Medical Aid Unit

• Laboratory
• X-Ray
• Ambulatory Surgery

Community Imaging Center

(302) 892-6200

• Nuclear Medicine
• Ultrasound
• Cardiology
• Therapy

Mill Creek
Medical Center

4512 Kirkwood Highway
Wilmington, DE 19808

(302) 683-0123

• Laboratory
• X-Ray



ARE YOUR FEMALE PATIENTS GETTING THE BEST
POSSIBLE MYOCARDIAL PERFUSION TESTS?

JACC VOL. 29, No. 1

(Journal American College of Cardiology)

JANUARY 1997:69-77

“Comparative Diagnostic Accuracy of Tl-201 and Tc-99m Sestamibi SPECT Imaging (Perfusion and

ECG-Gated SPECT) in Detecting Coronary Artery Disease in Women”

Conclusions: Thallium-201 and Tc-99m Sestamibi myocardial perfusion scintigraphic studies have

similar sensitivities in the detection ofCAD in women. However, the specificity of Tc-99m Sestamibi is

significantly higher than that of Tl-201. This specificity is further enhanced by the use of ECG-Gated

SPECT Tc-99m Sestamibi imaging.

Community Imaging Center was the first lab in Wilmington to routinely

perform ECG-Gated SPECT using Tc-99m Sestamibi (

C

ARDIOLITE)™
on all patients. ECG-Gated SPECT provides perfusion, wall motion and

Ejection Fraction in one study.

HERE IS WHAT OUR PATIENTS HAVE TO SAY ABOUT US

“Last Friday, I had a Cardiolite stress test at your facility. This could have been an

awkward and unpleasant experience; but due to the professionalism and courtesy

exhibited by the employees of your Center, I felt comfortable and reassured. Please

accept my thank you and gratitude. I will pass my opinion on to my doctor (...) and

remain sincerely (...)”.

• Prompt, courteous service • Test results available in 24 hours or less • All positive tests called and faxed

We participate with virtually all insurance carriers

Phone: 302-892-6200 Fax 302-892-6206 Internet: www.communitymed.com
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INSTRUCTIONS TO AUTHORS

The Delaware Medical Journal (DMJ) is owned and
published by the Medical Society ofDelaware as a medium of

communication, education and expression for its members,

and also for others striving for excellence in medical

practice. Articles in the DMJ are intended to be scientific

and educational and are not intended to reflect standards of

medical care. All material published is under copyright. On
receipt of material submitted for publication, a suitable

release form will be sent for signature by all authors.

Scientific articles on medical matters are especially

welcomed, including case reports, clinical experiences,

observations and information on matters relevant to medical

practice. Other material may also be accepted if the editorial

staff deems it of interest to DMJ readers. All submissions

should include a brief summary and a brief (one to two

sentence) biographical sketch of all authors.

It is highly recommended that authors familiarize

themselves with DMJ style before submitting manuscripts

for consideration.

All material for publication should be submitted on a 3 1/2"

computer diskette in WordPerfect 6.0 or Word 6.0. A
printout of the manuscript must accompany the disk.

Manuscripts may also be submitted in paper form (typed or

printed out on good-quality paper - one side only, double-

spaced, one-inch margins), though computer disk is

preferable. The ideal manuscript length is two to 12 pages

with up to 12 references, each keyed with superscripts in the

text in the order cited. The format should follow that used in

the Index Medicus. Authors are responsible for the accuracy

of the citations.

Graphs, charts and black-and-white glossy photographs are

accepted if important to the understanding of the text, but

should not exceed four or five pieces. Each should have a

label affixed on its back indicating its name, number, and

“top.” A separate legend should be provided for each. Do not

write on the back, or scratch or mar them using paper clips.

Do not mount them on cardboard.

Photos of patients should generally be taken in a way that

obscures the patient’s identity. Photos in which a patient’s

face must be clearly seen, however, must be accompanied by

signed release forms.

All manuscripts are reviewed by the editor and all scientific

articles are then sent for peer review by members of the

Editorial Board and/or other appropriate physicians. The

usual processing time to publication is two/ to four months,

though in some circumstances this may be longer or shorter.
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THE PRACTICE OF MEDICINE

HAS CHANGED OVER THE

YEARS. SO HAS INSURANCE.
As a result of the partnership

between the Medical Society of

Delaware Insurance Services

(MSDIS) and the Professional

Liability (PLI) division of Zutz

Insurance, all your insurance

needs . .
.
professional, business and

personal . . . can be handled

through a single source. Whether

your “medical business” is a solo

practice, group practice or hospital

facility, the MSDIS/PLI/Zutz part-

nership guarantees to keep your

coverages stable and cost-controlled

through a constantly changing

insurance marketplace.

You will save time, money and

benefit the Medical Society of

Delaware as well by using the single

source, MSDIS/PLI/Zutz.

To learn more about what options

are open to you in today’s changing

world of insurance coverage, call any

of the numbers below today.

658-8000 • 571-0986 • 800-441-9385

Fax: 658-8015

Medical Society ofDelaware Insurance Services, Inc
1925 Lovering Avenue • Wilmington, DE 19806

571-0986

PLI,
Hurry David Zutz Insurance, Inc.



Advanced CT Imaging
at Three Locations

Brandywine Imaging Center,

Omega Imaging Center, Pike Creek Imaging Center

Diagnostic Imaging Associates, P.A. has three locations in

Northern Delaware providing advanced Computerized Tomography (CT) imaging; ^

Brandywine Imaging Center in North Wilmington, Pike Creek Imaging Center

in the Pike Creek area and Omega Imaging Associates for your patients

in the Newark area. DIA’s high resolution scanners are capable of

dynamic scanning and spatial resolution of .5 millimeters. Each facility has a

board certified radiologist on staff with special fellowship training in body CT. For your

convenience, patients can be scheduled same day with wet reading faxed immediately.

Diagnostic Imaging Associates accepts virtually all HMO, PPO and

Fee For Service health insurance plans including;

Principal, US Healthcare and all Blue Cross Blue Shield programs

Our full range of out-patient imaging services include:

• High-Field MRI • New spiral CT scanning • Ultrasound including Color Doppler

• Fluoroscopy • Mammography • Nuclear Medicine and General X-ray

For information and the office nearest you, please call 302-425-4DIA.

“At DIA we strive to be the best not the biggest”

Diagnostic Imaging Associates, PA

Brandywine Imaging Center • 701 Foulk Road • Suite E-1 • Wilmington • 654-5300

Omega Imaging Associates • L-6 Omega Professional Center • Newark • 738-9300

Omega Magnetic Resonance Imaging Center • L-6 Omega Professional Center • Newark • 738-9300

Omega Medical Center • K-15 Omega Professional Center • Newark • 368-5100

Omega Nuclear Diagnostic Center • K-15 Omega Professional Center • Newark • 368-8150

Pike Creek Imaging Center • 3105 Limestone Road • Suite 106 • Wilmington • 995-2037

Wilmington Magnetic Resonance Imaging Center • 1020 Union Street • Wilmington • 427-9855



ISSN 0011-7781

DELAWARE
MEDICAL
JOURNAL
Official Publication

of the Medical Society of Delaware

1925 Lovering Avenue
Wilmington, Delaware 19806-2166

Editor

G. Stephen DeCherney, M.D.

Associate Editors

Peter V. Rocca, M.D.

Michael R. Zaragoza, M.D.

Managing Editor

Kristine M. Riccardino

Publication and
Editorial Committee
Louis E. Bartoshesky, M.D.

Martin G. Begley, M.D.

Evan H. Crain, M.D.

Andrew J. Doorey, M.D.

Steven L. Edell, D.O.

NeilS. Kaye, M.D.

James F. Lally, M.D.

Allan Levy, D.O.

Joseph A. Lieberman III, M.D., M.P.H.

Lawrence M. Markman, M.D.

Harold Marks, M.D.

E. Wayne Martz, M.D.

ShahlaMousavi, M.D.

James H. Newman, M.D.

Robert E. O'Connor, M.D.

Stephen R. Permut, M.D.

Edward F. Quinn III, M.D.

Leo W. Raisis, M.D.

Nancy A. Union, M.D.

Business Manager
Beverly Dieffenbach

EditorEmeritus

E. Wayne Martz, M.D.

FormerEditors
A. Henry Clagett, Jr., M.D.

Robert B. Flinn.M.D.

BernadineZ. Paulshock, M.D.

VOLUME 70 SEPTEMBER 1 998 NUMBER 9

CONTENTS

385 PRESIDENT’S PAGE
Medicare Carrier Advisory Committee

Stephen S. Grubbs, M.D.

387 SCIENTIFIC ARTICLE

The Sources and Uses of Hematopoietic

Stem Cells Keep Increasing

Michael E. Trigg, M.D.

399 SCIENTIFIC ARTICLE

Intravenous Insulin Therapies for Postoperative

Coronary Artery Bypass Graft Patients

G. Stephen DeCherney, M.D. — Raelene E. Maser, Ph.D.
Gerald M. Lemole, M.D. — A. Jorge Serra, M.D.

Kathleen W. McNicholas, M.D. — Nadiv Shapira, M.D.

405 EDITORIAL

The FDA and Drug Safety

G. Stephen DeCherney, M.D.

407 IN BRIEF

409 GUEST EDITORIAL

Sabbatical Dreams

James F. Lally, M.D.

411 BOOK REVIEW
A Miracle and a Privilege

David Platt, M.D.

414 INDEX TO ADVERTISERS

MARK YOUR CALENDARS:

1998 MSD ANNUAL MEETING: NOVEMBER 20-21

Entered as second-class matter June 28, 1 929, at the Post Office at Wilmington, Delaware, under the act of March 3, 1 879. Issued monthly, periodicals postage
paid at Wilmington, Delaware. Copyright 1997 by the Medical Society of Delaware. Indexed in "Hospital Literature Index" and "Index Medicus." Available through
University Microfilms. The Delaware MedicalJournaldoes not hold itself responsible for statements made by any contributor or advertiser. Annual subscription

rates are $25 for domestic and $40 for overseas. Single copies are $2.50. Advertising copy is accepted, subject to the approval of the Publication and Editorial

Committee of the Medical Society of Delaware. For information about advertising, call the Journal office at (302) 658-7596. Cover design by Aloysius, Butler

8. Clark.



X-RAY

OMFORT

LENCE

EXPERTISE

Christiana Care Imaging Services

has two locations to serve you.

State-of-the-art mammography,

x-ray and ultrasound services are

available at our new location

in Foulkstone Plaza in

Brandywine Hundred.

Most insurance companies accepted.

Accredited by the American College

of Radiology.

For centralized scheduling call: 302-731-9860

FOULKSTONE PLAZA

1401 FOULK ROAD

WILMINGTON, DE 1 9803

302-477-4300

MEDICAL ARTS PAVILION

475 1 OGLETOWN-STANTON ROAD

NEWARK, DE 19713

302-731-9800

Christiana Imaging Center is now

ChristianaG\re
Imaging Services



Medicare Carrier Advisory Committee

In 1993 the Health Care Financing Administra-

tion (HCFA) established state-wide Carrier Ad-

visory Committees (CAC) to advise a state’s

Medicare Part B Carrier. The purpose of the

committee as envisioned by HCFA is to:

• provide a formal mechanism for physicians

in the state to be informed of and partici-

pate in the development of local medical re-

view policy in an advisory capacity;

• provide a mechanism to identify areas which

need improvement in the administration of

the Medicare program and achieve resolu-

tion of identified problems;

• provide a forum for information exchange

between physicians and Medicare.

HCFA is empowered by the Social Security Act

to deny payments “for items and services

deemed” not reasonable and necessary “for the

diagnosis or treatment of illness or injury or to

improve the functioning of a malformed body

member.” HCFA may estabhsh a national pohcy

for coverage; but in the absence of a national

pohcy, the local carrier will use its own discre-

tion to establish medical policy. Enter the

CAC.... The CAC serves in an advisory capacity

on local medical review policies. The final deci-

sion on estabhshing medical review policy, how-

ever, resides with the carrier and carrier medi-

cal director.

The committee membership is defined by HCFA
to include physicians, dentists, chiropractors,

optometrists, and Medicare beneficiaries. The
majority of the members are physicians repre-

senting and nominated by state specialty soci-

eties or the state medical society. Most of the

recognized medical specialties and subspecialties

are represented. The CAC meets quarterly and
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President's Page

is co-chaired by the Carrier Medical Director and
a physician selected by the committee. Dr. Wil-

liam Nottingham has donated his time and en-

ergy to co-chair Delaware’s CAC over the last

five years.

With the recent change of the local Medicare

carrier, Dr. P. Michael Riisager, Medical Di-

rector for TrailBlazer Health Enterprises, Inc.,

is now co-chairman of the Delaware CAC. Dr.

Nottingham has recently relinquished his posi-

tion as CAC co-chairman, and a replacement is

being sought.

The CAC is part of the required 45-day notice

and comment process required for all new or

changing local medical review policies. All draft

policies are to be presented and discussed by the

CAC, and member physicians are encouraged

to disseminate this information to interested

colleagues to allow comment.

The CAC process allows physicians to have in-

put into our local medical policies. A recent ex-

ample, as a result of input by the Delaware CAC
to the prior carrier, EXACT, was the addition

of multiple diagnoses for payments for labora-

tory test when HCFA established the policy for

specific diagnoses to allow laboratory test pay-

ments.

The MSD is committed to promote our CAC ac-

tivities to allow Delaware physicians to influ-

ence local Medicare medical policy. The CAC
co-chairman physician attends all MSD Board
meetings and reports on CAC activities. In ad-

dition, the MSD has frequent contact with
TrailBlazers through our Physician Advocate
Program, directed by Anne Allen, and the lead-

ership of MSD now meets regularly with medi-

cal director Michael Riisager, MD.

The CAC’s future ability to help mold local policy

will require active participation by dedicated phy-

sicians representing all of our medical specialties.

I urge MSD members to support our representa-

tives and provide them or MSD physician advo-

cate, Anne Allen, with Medicare policy comments
or program problems.

Best Regards^
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SCIENTIFIC ARTICLE

The Sources and Uses of Hematopoietic

Stem Cells Keep Increasing

Michael E. Trigg, M.D.

Delivered as a Grand Rounds at duPont
Hospital for Children on February 25, 1998

INTRODUCTION

The use of hematopoietic stem cells to treat a

variety ofhuman conditions has increased enor-

mously over the past ten years. This overview

presents a summary of those indications, and
also reviews what a stem cell is and where they

come from.

WHAT IS A STEM CELL?

Hematopoietic stem cells derive from the em-
bryonic yolk sac and these primitive cells mi-

grate within the first couple of months of devel-

opment to the fetal liver, eventually to the

Michael E. Trigg, M.D., is a Professor ofPediatrics at Jefferson

Medical College and is the Chief of the Division of Blood and
Bone Marrow Transplantation, Department ofPediatrics atduPont

Hospital for Children.

spleen and finally to reside in the bone marrow.
Thus, the liver and spleen at one time have the

capability of forming all components of the

hematopoietic and immune system. Fetal liver

is a source of hematopoietic and immune stem

cells and has been used as such. In times of

stress, the spleen and the liver may take over

portions of hematopoiesis, such as during cri-

ses with sickle cell disease and thalassemia.

Stem cells have the capability of forming all

components of the blood and immune system

with the appropriate stimuli. Some of the he-

matopoietic “hormones” or cytokines have been
isolated and commercially developed. Some of

the lymphokines or lymphatic hormones have

also been developed and used therapeutically.

A greater understanding is needed of the inter-

action between these various cytokines and
lymphokines and their relationship to human
disease.

Del Med Jrl, September 1998, Vol 70 No 9 387
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SOURCES OF STEM CELLS

For therapeutic purposes, stem cells either

come from self which is termed “autologous” or

from another person which is termed "alloge-

neic." Within each category, stem cells may be

obtained from four sources: blood, placenta or

umbilical cord blood, culture, or marrow.

(Figure 1)

Classically stem cells were obtained from bone

marrow by multiple punc-

tures into the bone mar-

row spaces, generally

under some type of re-

gional or general anes-

thesia in the operating

room. However, more re-

cently, peripheral stem
cells from blood have also

been obtained through
the use of cell separator

machinery. Stem cells

are removed either by

density gradient centrifugation or by particu-

lar selection techniques using antibodies di-

rected to molecular markers on the surfaces of

stem cells, unique to these stem cells. Periph-

eral blood stem cells are often used because

they are easier to collect, it requires little to no

anesthesia and thus reduces the risk to the

donor (compared to the procedure to obtain

large quantities of marrow in an operating

room), and the quality of the peripheral stem
cells is such that they appear to result in

quicker hematopoietic and immune engraft-

ment. In addition, sometimes stem cell therapy

is used for the treatment of patients who have

malignancies in the bone marrow and the pe-

ripheral blood tends to be less involved with

malignancy. As a result, peripheral stem cells

may theoretically be more free of potential

malignancy contamination.

Hematopoietic stem cells, with the appropriate

stimuli, have the ability to grow in culture. Thus
it is possible to obtain peripheral stem cells and
culture these long term and this could poten-

tially be an everlasting source of hematopoietic

or immune stem cells for reconstitution pur-

poses during the lifetime of a particular indi-

vidual.

With the advent of increased funding for fetal

research in the late 1980s, further work was
done on the characterization of hematopoietic

and immune stem cells in fetal blood. The
concentration of these cells in fetal and neona-

tal blood is many fold times greater than in

adult peripheral blood.

Since roughly 40 percent

of the entire blood vol-

ume of the fetus is con-

tained within the placenta

and the placenta is thrown
away at birth, a likely

source of these cells was
simply to collect placen-

tal blood which is some-

times called umbilical

cord blood. Umbilical cord

blood appears to have he-

matopoietic stem cells in a concentration of at

least 100-fold greater than in adult peripheral

blood. These cells can be collected from the

placenta, characterized by the appropriate tis-

sue typing and infectious disease markers, and
then cryopreserved. Such cryopreserved um-
bilical cord or placental blood may be used for

hematopoietic and immunologic reconstitution

in a patient needing such stem cells, ifthe tissue

types are similar. The immune system of a

neonate is particularly naive and has little

ability to recognize foreign tissue and infec-

tious agents, which accounts for the increased

sensitivity and susceptibility of infants to seri-

ous infections. However, this point can be used

to the advantage of stem cell therapy in that the

cells from umbilical cord blood have little abihty

to result in any reaction against a new host, the

graft-versus-host disease reaction.

The decision to utilize stem cells from one

source to another very much depends on the

underlying condition to be treated with stem

cell therapy and the ultimate effect desired.

Figure 1.
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DESCRIPTION OF DONORS FOR
STEM CELL THERAPIES

As mentioned previously, a decision has to be

made as to whether to use stem cells which

come from an autologous source or an alloge-

neic source. Stem cell therapy from an autolo-

gous source eliminates possibilities of

graft-versus-host disease occurring and also

seems to result in more stable immune engraft-

ment. However, if stem cell therapy in this

regard were done as part of the treatment of a

malignancy there is always the possibility that

the stem cells may be contaminated with malig-

nant cells and thus when given back, may result

in recurrence or re-establishment of a malig-

nancy. This of course would not necessarily be

true if the cells were grown in culture and
deemed to be free of malignant cells or if the

patient receiving such stem cell therapy, at for

example when they were 20 years of age, and
developed leukemia, may have umbilical cord

blood previously cryopreserved which 20 years

earlier would have been free of any leukemia

cells.

In regard to using an allogeneic source, the

ideal source is a brother or sister who is per-

fectly tissue matched. The chance of this occur-

ring is only one out of four children in a family.

Since family sizes generally are in the range of

two children or less, the likelihood within a

family of finding a tissue type matched sibling

donor is slim. This accounts for the develop-

ment of techniques to utilize mismatched fam-

ily donors and also unrelated donors. Since

biologic parents are always, by definition, half

matched to their children, it is always possible

to use a parent as a donor. In regard to unre-

lated donors, more than three million donors

worldwide have signed up to be members of a

variety of volunteer marrow registries. Then-

tissue type is then catalogued and saved in a

large computer bank, headquartered at the

National Marrow Donor Program in Minneapo-
lis. Thus by entering the tissue type of a particu-

lar patient needing stem cells from another

person, one can then quickly identify individu-

als around the world who have similar if not

identical tissue types. These donors are not

paid and are generally volunteers who through
community or corporate drives have indicated

a willingness to be part of the National Marrow
Donor Program.

HOW LONG CAN STEM CELLS SURVIVE?

In general, it is preferable to use stem cells

freshly obtained for engraftment purposes since

these appear to engraft much more quickly.

However, it is not always possible to do so. For

example, cord blood is ordinarily cryopreserved

and the assumption is made that cord blood can

last forever. The longest time between
cryopreservation in liquid nitrogen of stem
cells and then later use to effectively reconsti-

tute the hematopoietic and immunologic sys-

tem has been about 12 years. Whether or not

cells would remain viable in liquid nitrogen for

a longer period of time is not known, but there

appears to be no theoretical impediment for

these cells surviving long term.

CORD BLOOD INDUSTRY

On the basis of the work which was done to

develop the concept of using cord blood for stem

cell therapy purposes, government funding

through the NIH is now supporting a number of

centers collecting cord blood from placentas

voluntarily turned over to these centers. These

centers provide personnel in the delivery room
to obtain the cord blood, the blood is then

labeled anonymously and appropriate infec-

tious disease and tissue typing markers are

obtained. Following this, the samples are then

saved in liquid nitrogen and can be used by

individuals anywhere within the world to effec-

tively result in stem cell engraftment. How-
ever, a number of commercial companies have

developed to encourage couples to save the

umbilical cord blood from their newborn chil-

dren for later use in case a situation should

arise later in life when stem cells may be

necessary. As detailed in Table 1, there are a

variety of uses of stem cell therapy and this list

keeps increasing. As a result, it is theoretically

possible that an individual may develop one or
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more of these diseases later in life for which

stem cell therapy may be useful if not required.

If a particular individual has cord blood previ-

ously cryopreserved, this may be particularly

useful. However, there is variability in the

quantity of cord blood obtained from each pla-

centa, there is variability in the viability of the

cells following the freezing and thawing process

and there is the unknown variable as to how long

unresponsive or resistive to conventional ap-

proaches with the expectation that the in-

creased therapy will effectively eliminate the

underlying malignancy. Often, the increased

therapy (in the form of larger doses of chemo-
therapy or radiation), will effectively eliminate

or significantly reduce the number of stem cells

within the patient. In order to rapidly overcome
the effective interruption in hematopoiesis and

Table 1. Disorders for which stem cell therapy has been utilized.

MALIGNANT DISORDERS NON-MALIGNANTDISORDERS

Leukemias/Myeloproliferative Disorders Bone Marrow Failure Syndromes

Acute myeloblastic leukemia Acquired severaplasticanaemia

Acute lymphoblastic leukemia Fanconi's aplasia

Chronicmyelogenous leukemia (Adult type) Reticular dysgenesis

Chronic myelogenous leukemia (Juvenile type)

Acute myelofibrosis Immunodeficiency States

Lymphoproliferative Disorders
Severe combined immunodeficiency disease

Some less severe combined immunodeficiency disorders

Hodgkin's lymphoma Wiskott-Aldrich syndrome

Non-Hodgkin's lymphoma Acquired Immune Deficiency Syndrome (AIDS)

Multiple myeloma
Chronic lymphocytic leukemia Hematological Disorders

Solid Tumors
Thalassemia syndromes

Some sickle-cell anemias

Neuroblastoma Congenital neutropenia

Breast carcinoma Severe congenital platelet disorders

Cerebral tumors Osteopetrosis

Osteosarcoma

Ewing's sarcoma Non-Hematological Genetic Disorders

Germ cell tumors Mucopolysaccharidoses
Ovarian carcinoma Leukodystrophies
Others Other rare metabolicdisorders (e.g. Gaucher's Disease)

cord blood stem cells can be cryopreserved.

Thus there is the risk that later in life, when
cord blood cells may be needed by an individual

and previously cryopreserved, that these cells

may not be viable or there may not be enough
of them in order to result in effective hemato-

poiesis.

PRIMARY USES OF STEM CELL THERAPY

The primary use for stem cell therapy is the

treatment of children and adults with resistant

malignancies. The intent is to provide intensive

therapy to an individual with a malignancy

lack of an immune system, stem cells are given

with the appropriate stimuli in order for recon-

stitution of the hematopoietic and immune
systems to occur. In general, when using stem

cells from a variety of sources, individuals

become independent of red cell and platelet

transfusions within two to six weeks following

an infusion of stem cells. It may take several

months to a year or longer for peripheral blood

counts to reach normal levels or for the immune
system to be fully recovered. However, in most

cases, full recovery is possible. During that

time, patients and medical practitioners re-

main vigilant for reappearance of any malig-

nancy which may have escaped the effects of the

390 Del Med Jrl, September 1998, Vol 70 No 9
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high dose therapy given with curative intent

prior to the infusion of the stem cells.

In pediatrics, the major disease treated with

stem cell therapy is acute lymphoblastic leuke-

mia. Even though 70-80 percent of all children

with acute lymphoblastic leukemia will survive

long term following a two to three year course

of conventional therapy, there still are a sizable

number of children who remain resistant to

more conventional approaches and usually re-

quire very large doses of chemotherapy with or

without radiation to effectively eliminate the

underlying malignancy. It is within this group

of patients that we find children who require

appropriate stem cells to make up for what may
be destroyed during the process of eliminating

their underlying leukemia.

METHODS OF CARING FOR PATIENTS
UNDERGOING STEM CELL THERAPY

In the process of providing preparative therapy

to receive stem cell infusion, patients often will

have variable periods of time when their im-

mune system is completely deficient and when
they have very little to no normal hematopoi-

etic cells remaining in their own bone marrow
and blood. As a result, these individuals remain
quite susceptible to infection, although this

susceptibility is certainly greater when pa-

tients are receiving stem cells from another

person rather than receiving autographs or

stem cells from themselves. Even after the

infusion of the stem cell source, the stem cells

remain naive and it may take several months to

a year or longer before the newly formed he-

matopoietic and immunologic cells function

normally. This pattern recapitulates what oc-

curs in newborn life as newborns tend to remain
quite susceptible to a variety of serious infec-

tions within the first six to twelve months of life.

Following that, they will then often recover to

the point where they are able to mount particu-

larly good responses to infections which may
occur.

Efforts are underway in a variety of centers to

try and improve the immune recovery following

stem cell therapy to reduce the risk of oppor-

tunistic infections occurring and also to accel-

erate return of children and adults to patterns

of normal living. These methods not only in-

clude isolation and reduction of airborne infec-

tious particles, but also include drugs and cell

therapy to accelerate lymphocyte recovery and
the recovery of other portions of the immune
system. As previously documented, the recov-

ery of CD4 (helper lymphocytes) and the recov-

ery of lymphocyte number in pediatric patients

undergoing particularly high risk stem cell

therapies for their underlying mahgnancies is

very slow and may take up to two years for these

cell numbers to reach normal.

LONG TERM CONSEQUENCES OF
STEM CELL THERAPY

The vast majority of children and adults receiv-

ing stem cell therapy have underlying mahg-
nancies. In order to eliminate the underlying

malignancy and also make a space in the bone
marrow for new stem cells to grow, these pa-

tients usually receive large doses of chemo-
therapy with or without radiation. Many of

these patients have undergone extensive treat-

ments previously. In addition, there are a num-
ber of non-malignant conditions for which stem

cell therapy may be indicated and in many of

these conditions, patients have had a variety of

problems previously. For example, children

with significant immune deficiencies coming to

stem cell therapy often have had repeated

hospitalizations with significant opportunistic

infections. Children and adults with sickle cell

disease who may benefit from replacement of

their red cell hematopoietic elements with those

from a normal donor often have had repeated

hospitalizations and repeated problems sec-

ondary to their previous sickle cell disease.

Children with mucopolysaccharide disorders

may have already experienced significant men-
tal and physical problems secondary to an
abnormal accumulation of a large starch-like

compound. Stem cell therapy may provide the

missing enzymes, which are contained within

white cells, to prevent further damage but can

often not ameliorate or correct any damage
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which has already occurred since hematopoi-

etic stem cells have, at the current time, no

ability to de-differentiate into nervous tissue or

bony tissue, for example.

As a result, individuals may experience quite a

number of long term effects from stem cell

therapy including effects on growth and devel-

opment, total endocrine function, ophthalmo-

logic changes including formation of cataracts

and blindness secondary to some of the drugs

utilized, long term pulmonary effects particu-

larly related to recurrent pneumonias and
graft-versus-host disease effects on the lungs,

and significant gastrointestinal and renal prob-

lems all of which may be from drugs utilized or

from the effects of graft-versus-host disease

when marrow from another person is given.

Patients undergoing such stem cell therapies

require close monitoring by health profession-

als on a long term basis to pinpoint problems

which may occur and to try and bring the

appropriate attention to these problems, if at

all possible. The great majority of patients who

have successful eradication of their underlying

malignancy will return to a fully functional

status with no or few long-term problems.

SUMMARY

In summary, stem cell therapies have been
used to try and treat a variety of malignant and
non-malignant conditions with increasing suc-

cess. Such therapies, particularly in children,

have resulted in a number of long term survi-

vors and an increased number of productive

years possible. The first stem cell therapies

were used to treat children with immune defi-

ciencies in the late 1960s and some of those

children are currently alive. The long term
consequences of stem cell therapy, particularly

related to the risk for another malignancy
developing or for the development of conse-

quences of the high dose therapies given prior

to the stem cell infusions, are becoming recog-

nized and will require long term monitoring and
intervention as needed.

IT’S YOUR
TURN TO
BE TAKEN
CARE OF

As a physician, you’ve spent many years perfecting

your skills and practice so that you could provide your

patients with the best possible care. But who takes care

of you?

e do. HTH Associates has specialized in assisting

physicians with their diverse financial needs for over

25 years. In fact, more than 400 medical practices on

the east coast rely on our financial and retirement

planning expertise.

One of the ways we assist physicians with their finan-

cial planning needs has been the creation and contin-

ued sponsorship of the The Physician as a Business
™

seminar. Physicians from Philadelphia, Delaware, New
Jersey, Maryland and Virginia have attended this highly

successful seminar to learn about pertinent financial and

retirement planning topics which are relevant to them.

If you’re interested in learning why physicians are

saying, “I barely have time to keep up with the

changes in my field - let alone keep myself updated

with every change in the tax laws. That’s why I’m

making that your job! ”, then please contact us today

for an appointment or to place your name on the

seminar mailing list.

H. Thomas Hollinger
220 Continental Drive, Suite 315

Newark, DE 19713

Phone: (302)731-1326

Fax: (302)455-9089

HTH
ASSOCIATES

Branch office of 1717 Capital Management Company,

Member NASD, S1PC, Registered Investment Advisor
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(and cents), consult one of the independent agents who represent Princeton or call us

at 1 -800-757-2700 .

Princeton Insurance Company

Professional Liability Office Package Policy Workers Compensation

RatedA- (Excellent) by A.M. Best Company Home office: 746Alexander Road • Princeton, New Jersey 08540

Field office: 4 North Park Drive • Hunt Valley, Maryland 21030



n 1922, the Visiting Nurse Association was born in Delaware. Since then,
we've expanded our service area, meeting the needs of the people of Delaware
and bordering communities in three other states.

And now, as we move forward into the future with our partners in healthcare, we
are proud to announce that we have become Christiana Care Visiting Nurse
Association.

Our new name reflects a closer working relationship with other parts of the
Christiana Caie Health System, as well as our vision to develop relationships
throughout the Region which will help us provide the best home healthcare
services available.

Many things you know about us will not change - our offices throughout the
Region, staffed with local nurses and healthcare professionals, our commitment
t° every person, in every town, in every county in the region.

Many things have changed since 1 922. But one thing remains the same...

There's nothing like the healing power of home.

ChristianaCAre
VISITING NURSE ASSOCIATION

1 -800-VNA-0001



SEEKING BOARD ELIGIBLE/

CERTIFIED PSYCHIATRIST

Board eligible/certified adult psychiatrist to

work in an outpatient community mental

health clinic on the scenic Eastern Shore in

Easton, Maryland. Ten to sixteen hours a

week with the possibility of more. Salary is

negotiable. Contact by:

Calling 41 0-822-5580

or sending vitae to:

Regional Mid-Shore Mental Health Services

Talbot Country Clinic

1 00 South Hanson Street

Easton, MD 21601

Attn: Michael Campbell

Learn Secrets of Prompt
Bill Payment

Attend our seminar on October 27, 1998

at 7:30 a.m. at the Newark Holiday Inn

• Learn how to get auto and workers'

compensation carriers to act quickly

• Learn about the latest laws affecting

your bottom line

Cost is only $10.00 for breakfast

and materials.

Call Bonnie at 302-998-0100

THE LAW OFFICES OF

DOROSHOW& PASQUALE

from

firedh perspective.

Uninspired by your current marketing efforts? See what a fresh perspective

can do. Call Maura Glenn at 655-1552 and ask for our new brochure.

Aloysius Butler & Clark
Advertising Public Relations Design
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It’s Not What You Make,

But What You Keep That Counts.

W ealth Advisors provides distinctive investment

and financial counseling creating a comprehensive

strategy that defines your specific needs and helps

achieve your financial objectives.

With an individually managed account, we work with you to

construct the most tax-efficient portfolio today. Unlike a

mutual fund, an individually managed account offers direct

ownership of securities and control over the realizing of gains

and losses. This level of control helps you manage your

annual tax liability.

Wealth Advisors helps you develop a plan by:

• Identifying an actual absolute dollar target to meet your specific

investment goals

• Giving you access to top-ranked money managersfor low

minimum account sizes

• Customizing your portfolio design

• Communicating regularly with each client regarding capital

markets events, and recommending re-balancing when appropriate

• Providing comprehensive reporting ofprogress toward investing goals

• Offering competitive pricing

Every portfolio is designed to meet your specific investment

criteria, and to optimize after-tax return.

Do your assets now require this level of customized service?

To find out, contact us for a complimentary

review of your portfolio.

Please be our guest at a Series ofEducational Seminars.

For all the details see opposite page.

An Affiliate ofLockwood Financial Services, Inc.

MemberNASD/SIPC

606 Delaware Avenue Wilmington
,
DE 19801 • 302 - 654-6300 • 800 -856-0736 fax 302 -427-3676



You are Cordially Invited to a

Series ofEducational Seminars
Related to Investing

Sponsored by:

Wealth Advisors

Starting Sept. 24th, you will have several opportunities to hear expert financial

advice on topics such as common investor mistakes, estate planning, mutual fund
strategies, tax planning and tax efficiency, among others.

SEPT/OCT MEETING SCHEDULE

Thursday, September 24

Academy of Medicine

1925 Lovering Avenue, Auditorium

6:00 - 6:30 PM Registration/Cocktails

6:30 - 7:30 Presentation

How Investor Perception Creates Common
Investment Mistakes

Steven N. Gesing, VP - The Boston Co.

Basic Estate Planning

Ernest D. Palmarella, Esq.

Wednesday, October 7
Academy of Medicine

1 925 Lovering Avenue, Auditorium

6:00 - 6:30 PM Registration/Cocktails

6:30 - 7:30 Presentation

Why Managed Money vs Mutual Funds?
Ted Sheridan, VP - Delaware Capital Mgmt.

Using Family Limited Partnerships & Qualified

Personal Residence Trust - It Mav be Now or Never
Peter S. Gordon, Esq.

Tuesday, October 27
University & Whist Club

805 N. Broom St. - Dickenson Room

6:00 - 6:30 PM Registration/ Cocktails

6:30 - 7:30 Presentation

Is Your Equity Portfolio Tax Efficient?

Gerald L. Goodwin, CFA & VP
Campbell Cowperthwait

The Roth IRA - Your Questions -

OurAnswers - also Using the Roth IRA

In Your Estate Planning

Leonard S. Dwares, CPA

NOVEMBER MEETING SCHEDULE

Wednesday, November 11

Academy of Medicine

1925 Lovering Avenue, Auditorium

6:00 - 6:30 PM Registration/Cocktails

6:30 - 7:30 Presentation

Tax Efficient Investing & Concentrated

Portfolio Management
Richard N. Knight, Director, Fin. Svcs.

1 838 Investment Advisors, LP

Asset Protection for Your Children

Beverly J. Wik, Esq.

Tuesday, November 24
Academy of Medicine

1 925 Lovering Avenue, Auditorium

6:00 - 6:30 PM Registration/Cocktails

6:30 - 7:30 Presentation

Dow 8500 - What Drove the US Markets

Now Driving the International Markets

James C. Mylett, CFA & Portfolio Manager

Lazard Asset Management

Delaware’s New Asset Protection Law
William J. Martin, Esq.

There is no cost or obligation to

attend, but seating is limited. To
make a reservation for any of the

scheduled seminars, please call

Wealth Advisors 302-654-6300.

Please be our guest and take

advantage of the opportunity

to learn more.

WEALTH
ADVISORS

XT
An Affiliate ofLockwood Financial Sendees, Inc.

Member NASD/S/PC

606 Delaware Avenue Wilmington
,
DE 19801 • 302 - 654-6300 • 800 - 856-0736 fax 302 -427-3676



Does your Medical practice feel

more and more like an endless pit of

paperwork?

Are you beginning to feel like you
need an MBA in addition to your
MD?

Do you wish you could wave a magic
wand and transform your unpaid
medical claims into cash?

Delaware Medical Management Services, LLC, (DMMS) has the

staff and expertise you need to manage your practice and

handle your billing cost effectively. Our competent and *

professional team can solve your practice headaches with: \

Insurance Billing and Follow-Up

Patient Billing and Collections

Access to Medical Manager, the

nation’s largest practice management

software package

Practice Analysis

Accounting

Personnel Management

Transcription Services

In this era of declining reimbursements,

you can’t afford to leave any cash uncollected....

Call DMMS today before you lose another dollar!

(302 ) 326-4550

Delaware Medical Management Services, LLC
We understandphysician needs because we ’re physician-owned.
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Intravenous Insulin Infusion Therapies for

Postoperative Coronary Artery Bypass Graft Patients
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ABSTRACT

Background. Hyperglycemia is very common in

postoperative coronary artery bypass graft

patients. Although sliding scale insulin therapy

is often used, there is no standard of care for the

management of hyperglycemia.

Methods. Different intravenous insulin thera-

pies were used in three consecutive sets of

hyperglycemic postoperative coronary artery

bypass graft patients. The first method was a

sliding scale intravenous insulin regimen begin-

ning with four units/hr, and increasing by four

units/hr for each hourly bedside arterial whole

blood glucose measurement greater than 250

mg/dL (13.9 mmol/L) (n=58). The second and

1 Christiana Care Health Services - Newark, Delaware.

2 University of Delaware - Newark, Delaware.

third methods were constant insulin infusions

at a rate of eight units (n=60) and 20 units/hr

(n=51) respectively. Insulin infusions were

reduced to two units/hr when the glucose con-

centration decreased to 150-250 mg/dL (8.3-

13.9 mmol/L), and was stopped when it fell

below 150 mg/dL (8.3 mmol/L).

Results. Thirty percent of patients undergoing

coronary artery bypass grafting had a diagnosis

of diabetes mellitus. Forty-eight percent of all

patients had a glucose value greater than 250

mg/dL (13.9 mmol/L) within the first 24 hours

postoperatively. The three intravenous insulin

infusion regimens produced similar control of

arterial whole blood glucose concentrations.

Patients with high initial glucose concentra-

tions (greater than 400 mg/dL) (22.2 mmol/L)

required intravenous insulin therapy for ten or

more hours before attaining the target range of

151-250 mg/dL (8.3-13.9 mmol/L).
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Conclusions. Constant-rate intravenous insulin

therapy is effective in lowering arterial whole

blood glucose concentrations in postoperative

coronary artery bypass graft patients. Initia-

tion of intravenous insulin therapy at lower

glucose values reduces the time necessary for

the infusion.

A lmost 500,000 coronary artery bypass

graft operations are performed yearly in

the United States. 1 Coronary atherosclerosis

may be partially caused by genetically derived

insulin resistance. 2,3 Euglycemic patients with

insulin resistance show a pattern of

hyperinsulinemia, hyperlipidemia, obesity and
atherosclerosis (“Syndrome X”). 4 Preopera-

tively euglycemic Syndrome X patients may
have postoperative hyperglycemia when the

equilibrium between insulin resistance and pan-
creatic reserve is disturbed. Patients undergo-

ing coronary artery bypass grafting are more
likely to have diabetes mellitus 5 than patients

undergoing other types of surgery.

Observation of hyperglycemia in a busy open-

heart cardiovascular intensive care unit led us

to carry out two studies, one on the prevalence

of hyperglycemia in this postoperative setting,

and the second on the efficacy of three insulin

infusion therapies in this setting. In the first

case, it was apparent to us that many more
patients were developing severe hyperglyce-

mia in the postoperative period than might be

anticipated from the known prevalence of dia-

betic patients undergoing open-heart surgery.

In the second case, we were impressed by the

lack of consistency of glucose response of these

patients to doses of subcutaneous or intrave-

nous insulin provided by conventional sliding-

scale insulin algorithms.

METHODS

Eight hundred open heart operations are per-

formed at Christiana Care Health Services

annually. Anesthesia was induced with an
intravenous combination of fentanyl, (Versed,

Roche Laboratories, Nutley, NJ), and either

pancuronium bromide (Pavulon, Organon, West
Orange, NJ) or vecuronium bromide (Norcuron,

Organon, West Orange, NJ). Patients were
cooled to the range of 28-30 degrees Celsius and
simultaneously placed on cardiopulmonary
bypass. A cardioplegic solution was used to

induce cardiac arrest during the procedure.

Cardioplegia consisted of two sequential infu-

sions of solution. The first solution contained:

550 ml dextrose five percent/0.2 percent NaCl;

200 ml tromethamine (“THAM”, Abbott Labs,

Abbott Park, IL); 50 ml citrate-phosphate- dex-

trose-anticoagulant solution (“CPDA”, Cytosol

Labs, Braintree, MA); 30 ml KC1 two mEq/ml,
and a second solution is infused with the same
components except only ten ml of the KC1.

Additionally, 1. 5-2.0 L lactated Ringers’ solu-

tion was infused during the procedure. After

surgery, the cardioplegia was reversed, the

patient was warmed, and rapidly weaned from

cardiopulmonary bypass. At this time the

patient was transferred to the cardiovascular

intensive care unit.

Analysis of hyperglycemia prevalence: We
reviewed the charts of all 319 patients admitted

to the cardiovascular intensive care unit during

a six month period. The postoperative practice

in this unit was to measure a serum glucose

concentration upon arrival and then every six

hours thereafter for the first 24 hours. We
abstracted the charts for sex, age, race, weight,

previous history of diabetes, and glucose con-

centration postoperatively. Data from 11 pa-

tients were not analyzed due to either lost

charts or incomplete records.

Insulin Therapy Study: We initiated insulin

therapy (Novolin Regular, Novo Nordisk,

Princeton, NJ) in any patient whose serum
glucose concentration was 250 mg/dL (13.9

mmol/L) or greater. We treated hyperglycemic

patients with one of three intravenous insulin

infusion regimens (Table 1). As glucose was
measured only every six hours, we sometimes

did not discover hyperglycemia until the serum
glucose was over 500 mg/dL (27.8 mmol/L). In

each patient in whom the serum glucose con-

centration was 250 mg/dL (13.9 mmol/L) or

higher, arterial whole blood glucose concentra-
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tions obtained from an indwelling arterial cath-

eter were measured hourly on a bedside reflec-

tance glucose meter (Accuchek, Boehringer

Mannheim, Indianapolis, IN). The glucose

meters were calibrated daily. Although we
knew that arterial whole blood glucose values

were higher than either capillary whole blood or

arterial serum values analyzed in the labora-

tory,6 we reasoned that most intensive care

units in the United States assay blood glucose

concentrations at the bedside with glucose

meters. We analyzed data from the first 50

patients in each regimen before proceeding to

the next regimen. The first intravenous insulin

infusion regimen was started with four units/hr

and increased by four units/hr (with no upper

limit) if the hourly arterial blood glucose value

was greater than or equal to 250 mg/dL (13.9

mmol/L) (n=58 patients). The second intrave-

nous insulin infusion was a constant infusion of

eight units/hr until the arterial blood glucose

value was less than 250 mg/dL (13.9 mmol/L)

(n=60). The third intravenous insulin infusion

regimen was a constant infusion of 20 units/hr

until the arterial blood glucose value was less

than 250 mg/dL (13.9 mmol/L) (n=51). When the

arterial blood glucose value was less than 250

mg/dL (13.9 mmol/L), the insulin was infused at

a rate of two units/hr for another four hours at

which time the patient was switched to a subcu-

taneous regimen. If the arterial blood glucose

concentration fell below 150 mg/dL (8.3 mmol/
L), the insulin infusion was stopped and blood

glucose was measured hourly for four hours. If

the blood glucose concentration fell below 80
mg/dL (4.4 mmol/L), a 50 ml ampule of 50
percent dextrose was administered intrave-

nously and arterial blood glucose was measured
hourly for four hours. Patients typically re-

mained in the cardiovascular intensive care

unit for 24-48 hours.

STATISTICAL ANALYSIS

Data are expressed as mean ± SE where appro-

priate. Factorial ANOVA was used to compare
the three regimens and Scheffe’s analysis was
used for post-hoc comparisons for each time

point. Kolmogorov-Smirnov analyses were used

to demonstrate data distribution normality.

RESULTS

Of the 308 patients in the prevalence of hyper-

glycemia study, 83 had a preoperative diagno-

sis of non-insulin dependent diabetes mellitus,

eight had insulin dependent diabetes, and the

remaining 217 had no metabolic diagnosis; thus

Table 1. Intravenous Insulin Therapies. Comparison of the three iv insulin therapies. If either insulin was stopped or an

ampule of D50 administered, glucose levels were obtained hourly for four hours and then the regimen was discontinued. If the

patient received iv insulin at a rate of two units/hr for four hours each regimen was discontinued. After cessation of iv insulin

infusions, subcutaneous insulin was administered. Divide mg/dL by 1 8 to convert to mmol/L.

Sliding Scale 8 Units/Hour 20 Units/Hour

If glucose >250 mg/dL Glucose level qlh Glucose level qlh Glucose level qlh

Start iv insulin infusion 4 units/hour 8 units/hour 20 units/hour

Glucose > 250 mg/dL Increase by 4 units/hour

without upper limit

Continue 8 units/hour Continue 20 units/hour

Glucose 1 51-250 mg/dL Set rate 2 units/hour Set rate 2 units/hour Set rate 2 units/hour

Glucose < 1 50 mg/dL Stop iv insulin Stop iv insulin Stop iv insulin

Glucose < 80 mg/dL 50 ml D50 iv push 50 ml D50 iv push 50 ml D50 iv push
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30 percent of patients were previously diag-

nosed diabetic patients. The characteristics of

these patients were: age, 64.6 plus/minus 9.5

years; weight, 80.3 plus/minus 16.8 kg; 70 per-

cent male. The characteristics of the 169

patients included in the insulin therapy study

were similar.

Figure 1 shows the arterial whole blood glucose

concentrations in the cardiovascular intensive

care unit in patients in the prevalence of hyper-

glycemia study immediately after surgery. More
than 50 percent of patients had values greater

than 200 mg/dL (11.1 mmol/L) and 19 percent

were higher than 250 mg/dL (13.9 mmol/L).

Forty-eight percent had an arterial blood glu-

cose concentration above 250 mg/dL (13.9 mmol/L)

at some time within the first 24 hours after

surgery (data not shown).

The insulin infusions were begun whenever the

patient’s arterial blood glucose value was more
than 250 mg/dL (13.9 mmol/L). All three insulin

therapies were begun at similar patient glucose

concentrations (Figure 2). The subsequent

values at each time were similar. At the five

hour time point, by virtue of the study design,

the patients treated with sliding scale insulin

therapy reached 20 units/hr (increased by four

units/hr x five hr). Despite doses of insulin as

high as 100 units/hr in a few patients, the sliding

scale insulin regimen did not provide superior

results at any time point.

Patients with very high initial glucose concen-

trations remained on the intravenous insulin

infusion longer than those patients whose ini-

tial values were closer to 250 mg/dL (13.9 mmol/L).

We grouped all of the insulin treated patients

and assigned them to one of three groups

depending on their initial arterial whole blood

glucose value: less than 325 mg/dL (18.1 mmol/L)

(n=63), 325-400 mg/dL (18.1-22.2 mmol/L)
(n=60), and greater than 400 mg/dL (22.2 mmol/
L) (n=46) (Figure 3). The slopes to reach a value

of 250 mg/dL (13.9 mmol/L) are parallel.

Figure 1. Frequency distribution of the initial arterial

glucose concentration at the time of admission to the

cardiovascular intensive care unit. Divide mg/dL by 1 8 to

convert to mmol/L.

Glucose (mg/dL)

DISCUSSION

Despite the fact that there are almost 500,000

open-heart operations performed yearly in the

United States, there is no standard of care to

manage hyperglycemia in the postoperative

period. This is particularly disturbing when 50

percent of patients will need insulin therapy in

this postoperative period as shown by the preva-

lence of hyperglycemia analysis. Intravenous

sliding-scale insulin therapy is very commonly
used. We could find no published data to

support this regimen. After examining our own
experience with a typical sliding-scale regimen,

we decided to use a fixed dose program. We
initiated the program with eight units/hr. This

dose was double the starting dose for our

sliding-scale method. After analyzing the data

for approximately 50 patients, we believed that

we could reduce blood glucose concentrations

more rapidly with a higher insulin infusion rate.

We then chose 20 units/hr because it mimicked
an infusion rate similar to closed-loop insulin

infusion experiments. 7 As shown in Figure 2,

every glucose value in the patients receiving 20

units/hr regimen was lower than its corre-

sponding eight units/hr value.
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Figure 2. Arterial whole blood glucose concentrations (mean ± SE) from initiation of

intravenous insulin infusion ("initial") through 1 2 hours. The glucose value at 3 hours during

the 20 units/h insulin regimen was differentfrom that during the 8 units/h insulin infusion.

At all other times, the values in each regimen were similar. Divide mg/dL by 1 8 to convert

to mmol/L.

insulin was all that was
necessary to metabolize
glucose from blood. We
further postulated that

once the receptors and
transporters were active,

a constant dose of intrave-

nous insulin would main-
tain blood glucose concen-

trations in a specified

range. As can be seen in

Table 1, after glucose con-

centrations enter the

range of 150-250 mg/dL
(8.3-13.9 mmol/L)

,
the in-

travenous insulin infusion

dose is changed to two
units/hr. Our patients’ glu-

cose concentrations re-

mained in that range until

the insulin infusionwas dis-

continued and subcutane-

ous insulin injections were
begun.

We reasoned that changing the supply of insu-

lin during the first few hours of therapy is

probably not physiologically relevant. Insulin

receptors 8 and glucose transporters 910 appear

or disappear on the sur-

face of insulin-sensitive

cells in response to the in-

travascular milieu at or

near the cell surface. Stress

hormones such as cortisol

or epinephrine may reduce

availability of either recep-

tors or transporters. In

the absence (or relative

absence) 11 of insulin, glu-

cose transporters may re-

main intracellular, hence,

unavailable to remove glu-

cose molecules from the

vascular compartment. 11

The regulation of insulin

receptors is also regulated

by the presence of insulin.

We also reasoned that a

receptor-saturating/trans-

porter-activating dose of

The 20 units/hr intravenous insulin infusion

reliably controlled glucose concentrations in

postoperative coronary artery bypass graft pa-

tients. Among these patients there were no

Figure 3. The time course ofglucose levels (mean ± SE) for all 1 69 patients segregated by

pretreatment glucose concentration. Divide mg/dL by 1 8 to convert to mmol/L.
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hypoglycemic events. Our goal of 250 mg/dL
(13.9 mmol/L) was so modest, however, that we
would not anticipate hypoglycemia. The nurses

were grateful for the ease of implementation

and independence from the arbitrary and vary-

ing routines of each practitioner’s sliding scale.

A second nursing benefit is that the frequency

of telephone calls to the physician dropped to

almost zero.

The data shown in Figure 3 show the course of

therapy regardless of infusion rates. If a

patient is started on intravenous insulin infu-

sion at a time when the glucose level is 450 mg/
dL (25 mmol/L), (s)he should expect a slow

decline to less than 250 mg/dL (13.9 mmol/L) in

ten or more hours. From a theoretical view-

point, considering both insulin receptors and
glucose transporters, we would have predicted

a lag phase after initiation of intravenous insu-

lin infusion. This was not observed. It is

possible that the postoperative hyperglycemic

excursion reflects underlying physiologic dif-

ferences in the population in terms of insulin

resistance. While we cannot eliminate this

possibility, we did not discern subgroups and as

noted, the slopes of the response to insulin were

parallel.

In summary, a regimen of 20 units/hr of intra-

venous insulin was administered to patients

postoperatively after undergoing coronary ar-

tery bypass graft. These patients are known to

be at high risk for developing hyperglycemia

and many have diabetes. We have developed a

simple, safe, and reliable intravenous insulin

infusion algorithm and shown that it compares
favorably to the more awkward, less standard-

ized and less documented sliding-scale intrave-

nous insulin regimen.
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EDITORIAL

The FDA and Drug Safety

G. Stephen DeCherney, M.D.

As reported rather prominently in the lay press

(top of the fold New York Times, Monday 22

June 1998), the FDA has now recalled three

approved medications within the last 18 months.

Deaths occurred with Duract, Posicor, and
Redux in excess to the anticipated benefit de-

rived from receiving these by prescription. In

the case of Duract, the FDA knew that liver

damage might be a side effect, and the manufac-

turer, Wyeth-Ayerst, suggested that prescrip-

tions only be written for a ten day supply. This

warning was "black-boxed" on the package in-

sert to alert physicians to the potential harm.

Nevertheless, in all the patients who succumbed
to liver failure from Duract, their practitioners

allowed them to stay on the drug for a longer

duration. Indeed, when a patient is reheved of

pain, it is difficult to restrict the rehef to ten

days only.

According to the article in the Times, the FDA
had rarely withdrawn medications prior to these

events. The article suggested that legislation

designed to shorten approval time had moved
too far in accelerating the approval; that full

review was not being performed and that the

process should be expanded (equal time length-

ened) again. The article did note that, in fact,

Duract had been approved after three years of

clinical trials and over 2000 patients studied.

This differs little from the old process. In

essence, Duract would have been approved
under both systems. The article further hinted

G. Stephen DeCherney, M.D., is the Director of the Clinical

Pharmacology Research Center at Christiana Care Health Sys-

tem in Newark, Delaware. He is also the Editor of the Delaware

Medical Journal

that the users' fees, paid by pharmaceutical

firms to the FDA, contributed in some subtle

way to the release of unsafe medications. It is

true, that the pharmaceutical manufacturers

can pay hundreds of thousands of dollars to the

FDA to hire the experts to review the new drug

applications (NDAs). As clinical pharmaceuti-

cal research has expanded, and more univer-

sity faculty are dependent on industry grants,

these faculty, who also sit on the review panels,

may be more sympathetic to the competition

which the pharmaceutical firms face. Conse-

quently, the review process may be uncon-

sciously tilting in favor of clearance. There is,

however, no evidence that this has influenced

the independent reviewers who sit on these

panels. The exigencies of bringing a drug to

market are enormous and, as can be seen from

these examples, somewhat unpredictable. On
the other hand, more drugs are being brought

to market, so it is difficult to compare the old

process to the new. Additionally, clinicians are

more sensitive to the side effects of drugs.

Witness the wanton use of antibiotics until

recently. Morbidity and mortahty may be more
hkely attributed to medications now than in the

past when the underlying disease was blamed.

Then there is the truth about statistics itself.

The graph shown should be familiar to all

clinicians. It shows the actual data and the

normahzed distribution derived from it. There

are both holes in the data set and points which

extend beyond the tails of the curve. There are

approximately 250 data points depicted in this

graph. At either end of the curve, the likelihood

of finding an event diminishes to almost zero,

but never exactly so. There is always the
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remote possibility that another point lies be-

yond. Said the other way around, it is likely that

a rare event will occur rarely. This is true with

drug side effects.

Medications work with the body to eliminate, or

at least attenuate, symptoms and perhaps even
the malady itself. Antibiotics mixed in a test

tube with bacteria often fail to eradicate the

bacteria. White cells and antibodies also need

to be present to effect the kill. Other medica-

tions need background
physiologic milieu in

which to work. Diabetic

pills perform their func-

tion in conjunction with

various organs (pan-

creas, hver, muscle, etc.)

to lower blood sugar lev-

els. Absent a pancreas,

no current pill is fully

effective and the patient

must rely on injected in-

sulin. Think about this

in reverse, and rare side

effects become the rule

rather than the excep-

tion.

Refer again to the graph.

If you had a data set of

10,000,000 instead of250,

rare events become more
likely. Actually, they do

not really become more likely — their propor-

tion of total events is unchanged — but the

likehhood ofwitnessing one becomes more prob-

able. If something happens one in ten thousand

times, then you may or may not detect it in the

first ten thousand trials. Ten million is the

same as on thousand trial of ten thousand

patients each. Try this experiment with a coin.

With 30 tosses you could get anywhere from

seven to 22 heads and still conclude that you
were using a normal coin. With one thousand

tosses you should get reasonably close to 50

percent. Applied to drug studies, this means
that eventually, someone with the wrong ge-

netic predisposition will take the medication

and an untoward serious side effect will, unfor-

tunately, occur.

What, then, is the lesson to be learned from the

tragedies which have recently occurred? First,

we need new medications in categories in which
there are no or inadequate therapies. These
should continue on an accelerated track. Per-

haps "me too" drugs should require greater or

longer scrutiny than brand new classes. Duract
was, after all, a pain killer. Despite physicians'

reluctance to beat back
pain in their patients,

there are good analge-

sics already on the mar-
ket. Second, we need to

continue the new found
vigilance in reporting un-

usual side effects. Third,

the FDA needs to accel-

erate its efforts on "har-

monization" with the

regulatory bodies of

other nations so that we
can learn from ever
larger trials and patient

populations. Fourth,

physicians should learn

from and heed the ad-

vice of the FDA. Not the

patient, not the FDA,
and least of all the manu-
facturer gains when a

drug is withdrawn due

to deleterious side effects after physicians

misprescribe medication. Perhaps millions of

people were benefiting from ten day therapy

with Duract. Fifth and most important, all

drugs have side effects. They are chemicals,

rarely natural, and even when derived from

nature, are often foreign to humans. All have

side effects. The benefit must outweigh the

known risk. Even so, unanticipated serious,

and sometimes fatal, side effects will occur.

Both clinicians and patients should use medica-

tions very sparingly, knowing that each time

they do they are entering into a statistical pool

that has, at the extremes, unhappy outcomes.
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IN BRIEF

11TH ANNUAL DELAWARE HIV/STD
CONFERENCE

WHEN: Thursday, November 5, 1998

5:00 P.M. - 8:30 P.M. and
Friday, November 6, 1998

8:00 A.M. - 4:30 P.M.

WHERE: Clayton Hall, University of

Delaware — Newark, Delaware

COST: $30 for Thursday's preconference

symposium; $25 for Friday's

registration and $10 for CME

CME: The Medical Society of Delaware

designates this conference for a

maximum of eight category 1

credit hours towards the AMA's
Physician's Recognition Award

For more information, or to register for this

conference, please call the Delaware HIV
Consortium at 302-654-5471.

OPPORTUNITIES ABROAD

Opportunities currently exist for working sab-

baticals in underserved communities overseas.

Doctors are provided with round-trip airfare, fur-

nished housing, malpractice insurance, a car,

and a very modest stipend.

Family doctors are needed to serve six to twelve
month positions in smaller farming, mining and
retirement towns inAustraha and Canada. Can-
didates who are able to function independently
and manage uncomplicated obstetrics are pre-

ferred. Also needed are specialists to practice in

mid-sized to larger cities in Australia and New
Zealand. In particular, psychiatrists (adult and
child), radiologists, orthopaedic surgeons, inter-

nists, and anesthesiologists.

For more information, please contact Global
Medical Staffing at 800-760-3174. You may also

contact GMS by e-mail (doctors@gmedical.com)

or fax (801-561-9864).

CREDENTIALING CONNECTION
Delaware's Professional Verification Service

ReducingPaperworkForToday’sBusyPractices
CredentialingConnection.Delaware’ sProfessionalVerificationService

CREDENTIALING CONNECTION, Inc. (CCI) is awholly owned, for profit subsidiary ofthe Medical Society of

Delaware. Credentialing Connection currently offers two distinct services for physicians, managed care

organizations, hospitals, and other health care facilities:

Q aPrimaryVerification Service,and

Q aPhysicianApplicationCompletion Service.

Ifyouwouldliketofindoutmoreaboutreducingthehassle factors associatedwithyouroffice’scredentialingneeds,

contact Credentialing Connection. The staffat Credentialing Connection would be happy answer any questions

regardingthe services offered.

Lisa McCollum, Director (30,2) 571-1 803 or (800)348-6800

Fax:302-571-1112 • E-mail: lm@medsocdel.org
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Blue Valuer.

specially defined for your qood health.

There’s never been a belter time to start living healthier than now.

Blue Values is a collection of exciting lifestyle programs for you and your employees,

including: nurse counseling, weight loss, smoking cessation, fitness incentives, healthy pregnancy,

diabetes management, discounts on eyewear and more!

If you want to help your employees stay healthy, call the Blues at 1-800-572-4400.

BlueCross BlueShield
ofDelaware
An Independent Licensee of the Blue Cross and Blue Shield Association

Visit us on the Internet at www.bcbsde.com



GUEST EDITORIAL

Sabbatical Dreams

James F. Lally, M.D.

Physicians often tumble into mid-life unaware
that it is a double-edged assault on hoth the

mind and the body. While the yearning for

knowledge may be the same, enthusiasm may
have waned over the years and other intellec-

tual or cultural pursuits have likely captured

avocational energy. Thoughts of a sabbatical,

though, can be like spring, a time of rebirth and
renewal. A time of finding the road not taken in

Robert Frost’s poem or of paying close attention

to a stirring line that the English poet Robert

Herrick wrote admonishing us to "gather ye

rosebuds while ye may."

In life’s journey, when forty is in your rear-view

mirror, you look back as often as you look

forward and you’ve likely long since given up

ideas of joining a Walden-revisited movement.
With a sabbatical you may recapture the intel-

lectual spark and verve that is more a mark of

James F. Lally, M.D., Is a member of the Publication and Edi-

torial Committee for the Delaware Medical Journal.

youth than middle age. Mid-life reminds you
that the rapid reflexes of youth are a passing

memory, a sabbatical holds out the promise

that you still have the vigor to learn new things.

The idea of a sabbatical for physicians is not

new. In Sir William Osier’s memorable essay,

The Student Life, he wrote of a physician being

a "student-practitioner" whose education
should progress through life. Osier saw that

sabbaticals could serve as a valuable break in

the lifelong education of physicians. He recom-

mended that these intellectual respites be

taken every five years and described them with

the colorful phrase, "quinquennial
brain-dusting."

In many academic institutions, at least in past

years, these "brain-dustings" have been one of

the perquisites. Usually, a sabbatical, often

given every seven years, was meant as a time

of contemplation and reflection. A hiatus to

recoup what may have been lost or to discover

what one never had. Although sabbaticals for

Del Med Jrl
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physicians are often medically related, I think

the important skills physicians, or any profes-

sionals, learn they acquire from intellectual

and cultural cross-fertilization. These may be

listening skills, writing skills, management skills

or just growing as a whole person. For some, it

may be learning to deal with the unresolved

psychological baggage carried from youth or

confronting ethical mine fields. For others, it

may involve reining in the quartet that can

debase and defile the character of a physician

at mid-life: anger, arrogance, envy and ennui.

Over the years my friends in academia spoke of

and recounted, with glowing stories, their sab-

batical odysseys. I listened and dreamed. I had
visions that vicariously placed me in different

settings and pursuits. Since few physicians are

trained as teachers, I had thoughts of spending

time with a master teacher with the expecta-

tion that I would become a better teacher. My
acquaintances spoke of learning new medical

skills in foreign countries, ofmakingnew friends,

or of working on long forgotten endeavors.

Their sabbaticals became a time to revive rusty

ideas and research projects. Articles and books

that would otherwise never have been written

allowed them to savor a well-spent sabbatical.

Although Osier thought it wise to consider

taking a sabbatical early in a medical career,

there is such little time when one starts in

practice. The pressures involved in starting in

practice and for many a growing family give

some physicians little more than fragmentary
moments for idle far-off thoughts. We may in

those early years of our medical career do what
the late American sage, Erma Bombeck, did, "I

hid my dreams in the back ofmy mind, it was the

only safe place in the house."

I know it’s less possible now to pursue my
sabbatical dreams. The press of clinical work
and the ominous threat of managed care that

hovers like a heavy shroud ready to drop on us

has snuffed out much of my reverie, But I can

still hold my sabbatical dreams close to me —
can’t I?

Rehabilitation Consultants, Inc.
Physical Therapy • Occupational Therapy • Speech Therapy

Approved by Medicare, most Managed Care, HMO, and Major Insurance Plans

Silverside Road Office Baynard Blvd. Office

Suite 105 Springer Bldg.
Call 302/478-5240 or 302/655-5877 2100 Baynard B,vd

Concord Plaza Wilmington

3411 Silverside Road

Serving the Greater Wilmington Area Since 1970
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BOOK REVIEW

A Miracle and a Privilege
Francis D. Moore, MD

Joseph Henry Press, Washington, DC - 1995

450pages- $29.95

David Platt, M.D.

This is the autobiography of a man who is

Emeritus Professor ofSurgery at Harvard Medi-
cal School and Emeritus Chief of Department of

Surgery at Harvard’s Brigham and Women’s
Hospital.

He tells the story of his internship and resi-

dency at Harvard and of his fifty years of clinical

practice and surgical research. His stories are

warm and full of human interest. Because his

every day life was intertwined with that of his

patients, both the indigent and the rich and
famous, the many clinical vignettes he offers

are full of hfe. His surgical career was a brilliant

David Platt, M.D., is a member of the Medical Society of Dela-

ware and is a contributing author to the Delaware Medical Jour-

nal.

one, beginning with his research achievements

while still a student and resident. At the age of

only thirty-two he was offered and accepted the

post of full professor at Harvard and Director

of the Department of Surgery at the Brigham
and Women’s Hospital. He held those posts for

fifty years.

This book is a chronicle of the history of organ

transplantation, because Dr. Moore was at the

forefront of basic research to solve the under-

lying problems, such as tissue rejection. He
tells fascinating stories of the early history of

kidney, liver, and heart transplantation ef-

forts, illuminating them with the details of the

personal fives of the patients, who often knew,

early on, that the procedures gave little prom-

ise of success, and who participated in the hope

of helping others.
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The book is spiced with the author’s views of

problems in medical ethics. He is for women
having the right to choose abortion. He sup-

ports, in carefully selected cases, the need for

physician assisted euthanasia, by whatever name
it is called.

Throughout this book Dr. Moore intersperses

details of his personal feelings and of his family

life. This makes interesting reading for both the

physician and the layman.

Sandra W. Taub, Psy.D.
Licensed Psychologist

405 Foulk Road

Wilmington, DE 19803

D 71 Omega Professional Center

Newark, DE 19713

An additional discreet office location

FOR PROFESSIONALS
available upon request.

Confidential phone line:

302-762-8044

Providing Service

Beyond The Numbers

Certified Public Accountants & Management Consultants

270 Presidential Drive • Wilmington, DE 19807 • (302) 656-5500

www.mcbrideshopa.com • e-mail consulting@mcbrideshopa.com
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Where to go when

your liquid assets are

blood, sweat and tears.

Start or expand your business with an

SBA loan of $50,000 to $1,000,000.

When it’s your business, you’re prepared to

put everything you’ve got into it. Hard work,

long hours, and all the passion in the world.

The only thing you need is financing. And we'd

be glad to help.

A Valley National SBA loan can provide that

financial base to get started, or to expand an

existing business. We’re a Preferred SBA lender,

so our approval process is very quick — usually

three business days or less. And the monthly

payments are very affordable. You have up to 25

years to pay back a Commercial Property loan.

You can finance working capital and pay it back

in up to seven years. Or you can buy equipment,

and pay it back in up to 15 years.

So call or stop by a Valley branch and apply

for up to $1,000,000. You've already got

everything else you need.

1-800-SBA-6772
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The Delaware Medical Journal is a monthly

publication of the Medical Society of Dela-

ware. The Journal reaches approximately 80

percent of the state's physicians, as well as

medical libraries, and hospitals; its circula-

tion is approximately 1,630.

Full-, half- and quarter-page advertisements

are accepted. Half- and quarter-page ads

may be either vertical or horizontal. The

Journal can provide such services as four-
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The Arbors at New Castle

Subacute and Rehabilitation

Center is a 120-bed Center

specializing in providing the

area's finest subacute,

rehabilitation and basic

healthcare services.

In today's cost conscious

environment, healthcare

roviders are increasingly

eing asked to produce

optimal medical results at

minimal costs. That's

precisely what the Arbors

at New Castle is designed,

staffed and equipped to do.

When combined with

our physician-driven

interdisciplinary team
approach to delivering

care, our subacute care helps

high acuity patients recover

quickly, at costs that are

30-60% less than comparable

care in an acute care setting.

In addition to our basic

healthcare services, we
provide care through

specialized subacute

programs in the areas of:

A Respiratory

A Medical Rehabilitation

A Digestive Diseases

A Cardiac Recovery

A Infusion Therapy

A Wound Care

Wilmington Airport ,

7

'

A
N

A
ARBOR

13j

Hospital

Buena Vista Drive

For more information

and a copy of our video

call 328-2580.

ARBOR
ARBORS AT NEW CASTLE

Subacute and Rehabilitation Center

32 Buena Vista Drive

New Castle, DE 19720

(302) 328-2580

The Optimum
Referral Option
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Papastavros’ Associates Medical Imaging,LLC

Committed... To you and your patients!

JD
JLJy maintaining a leadership role in the deliv-

ery ol high-quality healthcare, Papastavros’

Associates Medical Imaging, LIT!

provides a lull spectrum of quality, state-of-

the-art diagnostic imaging services in a caring

and comfortable environment.

Imaging services provided include:

• Dual Energy Bone

Densitometery

Nuclear Medicink

• Sped Thallium/

Cardiolite

Scintmammography

• X-Ray

M R I scanning

/Open Scanning

l Jltrasound,

including Cardiac

• Spiral C.T. Scan

Mammography/

("ore Biopsy

^/V
0ui Women’s Centers are designed to address

sff \ •
*

the health care needs ol all women:

1 Mammography services provided By a stal l of

highly trained technicians and dedicated

professionals.

• OB and Breast sonography, echocardiography,

cardiac stress and doppler scans.

Stereotactic Breast Biopsy, the latest

technological advance in Breast cancer detection.

Dual Hnergy Bone Densitometry to detect and

monitor osteoporosis comfortably, quickly,

safely and precisely

Papastavros’

Associates

MEDICAL
UmjM j

We’re there where you need us!

w- are pleased to welcome new

facilities in Milford, Lewes and

Glasgow. Lull service imaging includ-

ing a technically advanced "Open”

MRI for claustrophobic, pediatric, and

handicapped patients is now available

at our office in the Glasgow

Medical Center.

• Wilmington

1 701 Augustine Cut-Off

Suite, 100, Bldg. IV

Wilmington, DE 19803

(302) 652-3016

• Glasgow

2600 Summit Bridge Road,

Suite 122

Glasgow, DE 19702

(302) 832-5590

• Newark

40 Polly Drummond Hill Road,

Suite 100, Bldg.4,

Newark, DE 19711

(302) 737-5990

• Healthcare Center at Christiana,

200 1 lygeia Drive,

Newark, DE 19702

(302) 421-2121

Other Convenient Locations:
1508 IVnnsylvania Avenue (302) 055-4042

2700 Silverside Road (302) 478-
1 100

1805 1-bulk Road Suite I (302) 475-8036

120 Christiana Medical Center (302) 368-3959

1320 Philadelphia Pike (302) 792-2529

1941 Limestone Road (302) 633-9873

702 Delaware Street, New Castle (302) 328-1502

Omega Professional Center (302) 738-5500

5317 Limestone Road (302) 239-9415

550 Stanton-Christiana Road (302) 633-9910

314 L. Main St, Newark, (302) 455-0775

1 1 1 Railroad Ave. Klkton, MD (410) 392-6155

556 S. DuPont I Iwy, Milford, (302) 424-4163

1539 Savannah Rd„ Lewes (302) 655-2590
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Mmunity Jinaging (Snter

a division ofDelaware Diagnostic Services, Inc

Meeting Your Medical Imaging Needs
Limestone Medical Center
1941 Limestone Road, Suite 214
Wilmington, DE 19808

Telephone: (302) 892-6200
Fax: (302) 892-6206
Internet: www.limestonemed.com

David S. Grubbs, M.D., FACC, FACP
Medical Director

Frank DiGregorio, CNMT, RDMS
Director ofDiagnostic Imaging

Therapy

1-

131 Thyroid Ablation

Cardiology
Cardiovascular Stress Test

2-

D Echocardiogram
ECG
Holter Monitor
Loop Monitor
Signal Averaged ECG

Ultrasound
Abdominal
Breast

Extremity
Obstetrical

Pelvic

Retroperitoneal

Testicular

Thyroid
Transvaginal

Vascular Ultrasound
Arterial Duplex Scan
Carotid Duplex
Venous Duplex Scan

Nuclear Medicine
Abcess Localization

Brain Scan
Bone Scan
Breast Imaging (Miriluma)

First Pass

Gastric Emptying Scan

Gastrointestinal (GI) Bleed Scan
Gated Blood Pool (MUGA) Scan
Hepatobilary (HIDA) Scan
Liver and Spleen Scan
Lung Scan
Meckel’s Scan
SPECT Myocardial Perfusion Scan

(Cardiolite or Thallium)

Parathyroid Scan
Renal Scan

Testicular Scan
Thyroid Carcinoma Metastases

Imaging
Thyroid Scan
Tumor Localization

Offering imaging with:

Cardiolite i.v.pssmagr

Prompt, courteous service • Test results available in 24 hours or less • Allpositive tests called andfaxed

Other Services Available At:

Limestone
Medical Center

1941 Limestone Road
Wilmington, DE 19808

(302) 992-0500

• Medical Aid Unit
• Laboratory
• X-Ray
• Ambulatory Surgery

Community Imaging Center

(302) 892-6200

• Nuclear Medicine
• Ultrasound
• Cardiology
• Therapy

Mill Creek
Medical Center

4512 Kirkwood Highway
Wilmington, DE 19808

(302) 683-0123

• Laboratory
• X-Ray
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ARE YOUR FEMALE PATIENTS GETTING THE BEST
POSSIBLE MYOCARDIAL PERFUSION TESTS?

JACC VOL. 29, No. 1

(Journal American College of Cardiology)

JANUARY 1997:69-77

“Comparative Diagnostic Accuracy of Tl-201 and Tc-99m Sestamibi SPECT Imaging (Perfusion and

ECG-Gated SPECT) in Detecting Coronary Artery Disease in Women”

Conclusions: Thallium-201 and Tc-99m Sestamibi myocardial perfusion scintigraphic studies have

similar sensitivities in the detection ofCAD in women. However, the specificity of Tc-99m Sestamibi is

significantly higher than that of Tl-201. This specificity is further enhanced by the use of ECG-Gated

SPECT Tc-99m Sestamibi imaging.

Community Imaging Center was the first lab in Wilmington to routinely

perform ECG-Gated SPECT using Tc-99m Sestamibi (CARDIOLITE)™
on all patients. ECG-Gated SPECT provides perfusion, wall motion and

Ejection Fraction in one study.

HERE IS WHAT OUR PATIENTS HAVE TO SAY ABOUT US

“Last Friday, I had a Cardiolite stress test at your facility. This could have been an

awkward and unpleasant experience; but due to the professionalism and courtesy

exhibited by the employees of your Center, I felt comfortable and reassured. Please

accept my thank you and gratitude. I will pass my opinion on to my doctor (...) and

remain sincerely (...)”.

• Prompt, courteous service • Test results available in 24 hours or less • All positive tests called and faxed

We participate with virtually all insurance carriers

Phone: 302-892-6200 Fax 302-892-6206 Internet: www.limestonemed.com
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The Delaware Medical Journal (DMJ) is owned and
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practice. Articles in the DMJ are intended to be scientific
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staff deems it of interest to DMJ readers. All submissions

should include a brief summary and a brief (one to two

sentence) biographical sketch of all authors.

It is highly recommended that authors familiarize

themselves with DMJ style before submitting manuscripts

for consideration.

All material for publication should be submitted on a 3 1/2"

computer diskette in WordPerfect 6.0 or Word 6.0. A
printout of the manuscript must accompany the disk.

Manuscripts may also be submitted in paper form (typed or

printed out on good-quality paper - one side only, double-

spaced, one-inch margins), though computer disk is

preferable. The ideal manuscript length is two to 12 pages

with up to 12 references, each keyed with superscripts in the

text in the order cited. The format should follow that used in

the Index Medicus. Authors are responsible for the accuracy

of the citations.

Graphs, charts and black-and-white glossy photographs are

accepted if important to the understanding of the text, but

should not exceed four or five pieces. Each should have a

label affixed on its back indicating its name, number, and

“top.” A separate legend should be provided for each. Do not

write on the back, or scratch or mar them using paper clips.

Do not mount them on cardboard.

Photos of patients should generally be taken in a way that

obscures the patient’s identity. Photos in which a patient’s

face must be clearly seen, however, must be accompanied by

signed release forms.

All manuscripts are reviewed by the editor and all scientific

articles are then sent for peer review by members of the

Editorial Board and/or other appropriate physicians. The

usual processing time to publication is two to four months,

though in some circumstances this may be longer or shorter.
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IMPORTANT.
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INSURANCE
CHECK UP.

When a patient tells you, “I can’t take the time for a check up,” your response

usually goes something like, “You have to make time for your own health.”

The same holds true with your insurance program. We know you’re busy, but “You

have to make time for the health of your protection.” We can save you time (and

money) by handling all your insurance needs . .
.
professional and personal.

Also, when you use MSDIS/PLI/ZUTZ, the Medical Society benefits as well.

Call MSDIS/PLI/ZUTZ at 658-8000 today,

An insurance check up today could prevent a major financial crisis tomorrow.



Advanced MRI Imaging
at two Locations

Largest aperture (60CM), incredible detail
The General Electric HORIZON 1.5T HiSpeed imager is now available at

Omega MRI and the GE HORIZON LX 1.5T HiSpeed imager at Wilmington MRI.

The Advantages include; larger bore opening

(60cm as compared to open MRI 47cm)

allowing greater comfort for

claustrophobic patients,

highest possible image

quality, plus new exams,

such as, MR Urography,

MRCP and 3D contrast

enhanced MR angiography.
angiogram

Early stroke detection

Brain perfusion can be evaluated by using

first-pass Gadolinium

without a radioactive

substance, thereby, aid-

ing in the early detection

of brain tumors or lesions.

This image shows a CVA
not detected on routine ear/y stroke

MRI or CT.

GE Horizon LX 1.5T HiSpeed imager

Diffusion weighted images can demonstrate

an infarct 6-24 hours prior to a routine CT or

MRI. Proton Spectroscopy,

MRS (non-invasive chemi-

cal biopsy) shows elevated

lactate levels. The greatest

potential of this technology

is accurate stroke detect-

ion, allowing for early

definitive therapy.

Diagnostic Imaging Associates full range

of out-patient imaging services include:

• 1.5 Tesla MRI (two magnets)

• Spiral CT scanning

• Ultrasound including Color Doppler

• Fluoroscopy with digital RF
• Mammography with Senographe DMR
• Nuclear Medicine and General X-ray

For information and the office nearest you, please call 302-425-4DIA.

Web page http://members.aol.com/diaxray/diahome.html

s. Diagnostic Imaging Associates, PA

Brandywine Imaging Center • 701 Foulk Road • Suite E-1 • Wilmington • 654-5300

Omega Imaging Associates • L-6 Omega Professional Center • Newark • 738-9300

Omega Magnetic Resonance Imaging Center • L-6 Omega Professional Center • Newark • 738-9300

Omega Medical Center • K-15 Omega Professional Center • Newark • 368-5100

Omega Nuclear Diagnostic Center • K-15 Omega Professional Center • Newark • 368-8150

Pike Creek Imaging Center • 3105 Limestone Road • Suite 106 • Wilmington • 995-2037

Wilmington Magnetic Resonance Imaging Center • 1020 Union Street • Wilmington • 427-9855
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MSD Unified Membership Policy

The MSD House of Delegates adopted a unified

membership pohcy in 1985 thatbecame effective in

1987. TheMSD Bylawswere modified to require all

MSDmembers to alsohave membership intheAMA
or AOA. In 1992 the House adopted a schedule

requiring the House of Delegates to reaffirm this

pohcyeverythree years. The 1998House ofDelegate

willagainreview the unifiedmembershippohcy and
vote to eitherpreserve oreliminate this membership
requirement.

The unified membership pohcy has remained con-

troversial among certain members and non-mem-
bers of our Society since its inception in 1985.

Nationwide, four states (Delaware, Illinois, Mis-

sissippi, Oklahoma) and two specialty societies

require unified membership. The Illinois State

Medical Society reaffirmed its unified status in Sep-

tember, 1998. In preparation for the House ac-

tion on our unified pohcy in November 1998, our

Board of Trustees appointed an Ad Hoc Com mit-

tee chaired by Dr. Stephen Permut to review and

report on the issues related to our unified status.

The following issues should be considered in the

debate over our unified membership pohcy.

There has been a sense that unification has cost

the MSD some level of membership even though

the exact loss ofmembership based on this policy

has been difficult to quantify. MSD membership
has grown during the period of the unified mem-
bership pohcy andMSD maintains one ofthe high-

est levels ofmembership among state societies.

Concern has been expressed over the expense of

AMA dues in an era of declining physician reim-

bursement. Our unified membership pohcy pro-

vides each member a 10 percent discount onAMA
dues, saving our membership collectively approxi-

mately $52,000 per year. In addition, MSD re-

ceives one percent ofall DelawareAMA dues, which

helps keep MSD dues one ofthe lowest among the

states.
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President's Page

Unification has clearly benefited Delaware in the

political arena. As a small state, we have increased

representation at the national level. Unification

affordsMSD an extra delegate at the AMA House
and gives Delaware increased recognition and ac-

cess to AMA officers, trustees, and staff. Your
AMA delegates have played an important role this

year in shaping AMA policy over the changing

E&M coding issues.

Our access to AMA expertise has also benefited

MSD at the state and local level when we deal

with ethical, political and legal issues. As a small

state, we do not have the resources to afford “in

house” experts, and theAMA has continuously sup-

portedMSD activities by providing research and
sendingAMA leaders and experts to Delaware on

short notice to assist our political and legal activi-

ties.

Unification encourages membership by physicians
in both state and national organized medicine. A
high level of physician membership in all of our

organizations provides a loud and united voice to

influence change to benefit our patients and our

profession.

The MSD Board of Trustees has reviewed these

issues and has recommended that the House reaf-

firm our existing unified membership policy.

Please express your opinion on our unified mem-
bership policy by contacting your county delegates

to the House.

President

IF
Delaware

Child Abuse Symposium
. . .

providing the building blocks for diagnosis, intervention, TQQO
and treatment to Delaware's health care professionals * 27270

Tuesday, December 1, 1998
8:00 a.m. - 4:00 p.m. • MBNA Conference Center • Newark, Delaware

Approved for 5.75 AMA PRA Category 1 credits

Call

302-651-6750
for registration fit

information

This activity has been planned and implemented in accordance with the Essentials and Standards of the Accreditation Council for Continuing Medical Education

(ACCME) through the partnership of the Nemours Foundation (NF) and the Medical Society of Delaware (MSD). Both parties are accredited by the ACCME to

provide CME activities for physicians.

The NF and the MSD designate this continuing medical education activity for a maximum of 5.75 credit hours in category

I credit towards the AMA's Physician's Recognition Award. Each physician should claim only those hours of credit that

he/she actually spent in the educational activity.

It is the policy of the NF and the MSD to comply with the ACCME Standards for Commercial Support of Continuing

Medical Education. In keeping with these standards, all faculty participating in continuing medical education programs

are expected to disclose to the program audience any real or apparent conflict of interest related to the content of

their nrecentatinn.

Co-Sponsored
by

duPont
HOSPITAL FOR CHILDREN

426 Del Med Jrl, October 1998, Vol 70 No 10



LabCorp and Medlab join together

to provide Delaware with

enhanced laboratory services.

• More than 25 conveniently located service centers

• Local pathology services, including Pap smears and biopsies

• STAT and same-day testing available for many assays

• State-of-the-art esoteric testing

available through our Center

for Molecular Biology and

Pathology in Research Triangle

Park, NC

• Consultation services available

through MD- and PhD-level

professional staff

• Local management and technical

team to supplement physicians’ delivery of health care

• Most insurance plans accepted at all locations

iihmIIsiI) |LabCorpCLINICAL TESTING INC.
Laboratory Corporation of America
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SOCIAL COMMENTARY

Assisted Living in Delaware

Pam Callahan— Sue Shrewsbury— Lori Friedman, Intern

For further information on assisted living, please contact

Pam Callahan or Sue Shrewsbury at

Christiana Care Health Systems: 302-733-4053.

Assisted living provides retired people with alter-

natives that were unavailable a generation ago.

As the name implies, assisted hving facilities offer

older people the care they require, yet give them
the independence they want. Residents are pro-

vided a homelike environmentwith 24hour super-

vision and a variety ofamenities dependingon the

facility. Traditionally, the options open to the

elderly included moving in with a relative, paying

for care at home, or moving to a nursing home;
however, this new choice is attractive because it

can be a low cost option and allows for greater

autonomy. The philosophy ofassisted hving is to

provide physically and cognitively impaired se-

niors with the personal and health-related ser-

vices they require without compromising their

dignity, privacy, independence or autonomy. 3

Services do vary from facility to facility
;
however,

most provide three meals a day, housekeeping,

transportation, laundry, recreational activities,

The authors are from the Department of Social Work at Christiana Care
Health Systems in Newark, Delaware.

medication monitoring and assistance with activi-

ties ofdaily hving. Some facilities, such asArden
Court (Manor Care Health Services), specialize in

caring forpeople withAlzheimer's Disease. Other

centers can be an idealhving situation for couples;

especially ifone spouse is in need ofassistance and
the other is not. In these cases, assisted hving

enables the couple to maintain their indepen-

dence, while at the same time taking advantage of

the center's medical support. 2 Also, some facilities

are part ofcontinuing care retirement communi-
ties which offer independent living as well as

skilled nursing care, and as needs change, the

community can provide the upgraded care on the

same campus.

Typically, assisted living facilities charge on a

monthly basis depending on room sizes and ser-

vices used. The average monthly fee for a facility

is between $2,500 and $3,000. Centers that are

part of a continuing care retirement community
may require a buy in or admission fee. 2 Many
seniors wonder ifthey can afford an assisted hving
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facility. Although the cost may sound prohibitive,

seniors may not be aware oftheir true net worth,

which may include annual income, the value of

stocks and bonds, certificates ofdeposit, and home
equity. Finally, family contributions should also

be considered when figuring how seniors can

afford the cost. As a result, when all assets are

considered, the majority ofseniors should be able

to afford some form ofassisted living.
1 Even for the

low income seniors in Delaware who cannot afford

assisted living, help may soon be on the way. The
Medicaid waiver program is planning to pilot a

project this summer which will help pay for some
assisted living services. In addition, long term

insurance will probably begin to routinely cover

assisted living as more policy holders express a

preferenee for this form ofcare . Increased p artici-

pation inHMOs and PPOs should also follow this

trend as managed care organizations recognize

the efficiency ofassisted living for many longterm

care or recuperative situations. 1 Insurance com-

panies in some states have already begun paying
for assisted living; however, in Delaware this is

not the current practice.

Most of the existing centers in Delaware are

licensed as "rest and residential homes." How-
ever, new regulations require that facilities which

use the words "assisted living" in their titles apply

for an assisted living license when their current

license expires. Centers that are opening in 1998

are required to apply for an assisted living license.

Several new facilities, White Chapel Village,

Montchanin, Wynward, andArden Courts, willbe

opening soon in New Castle County providing a

variety of assisted living services for senior citi-

zens and disabledpersons. Also, there are several

existingcenters whichhave offered assisted living

services for many years and include: Captain's

Deck, Southpark Terrace, Ingleside Homes Inc.,

and The Lorelton. In Kent County, Green Mead-
ows and Westminster Village provide similar ser-

vices. Finally, there are retirement communities,

such as Cokesbury Village, Methodist Country

House, Forwood Manor, Foulk Manor North and

South, Millcroft, and Shipley Manor, which cur-

rently offer assisted living . More facilities are

likely to open as the trend towards assisted living

grows.

When choosing an assisted living facility, seniors

must be prepared to compare costs and ask ques-

tions about the services offered. Frequently asked

questions are:

How are your charges determined and what is

actually included in the charge?

How often do your rates increase?

Do you charge an admission fee, or a refundable

deposit prior to moving in?

What ifmy financial resources are exhausted,

do you have a program to allow me to stay?

How long can I live at the center, would I be

required to move to a higher level ofcare ifmy
needs increase?

Does the staff work closely with the resident

and family contacts regarding increasing care

needs or possible discharges?

2

Ofcourse other questions about specific services

need to be asked ofeach center.

As assisted living facilities expand in Delaware,

the opportunities they provide will be available to

more people. Hopefully, insurance companies will

see this as a cost effective alternative to long term

nursing home placement, and reimburse its cus-

tomers for assisted living services.

REFERENCES

1. Klaassen, PJ. "Never say downscale: Assisted

living may be more affordable than you think."

Contemporary Long Term Care. May 1997: 34-35.

2. Livingston, LM. "About Assisted Living." Assisted

Living On-Line. http://www.assistedlivingonline.com.

3. Wilson, KB. "What Is Assisted Living?" The

Journal of Long-Term Care Administration. Fall

1996: 3-4.
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EDITORIAL

Assisted Living

G. Stephen DeCherney, M.D., M.P.H.

In this issue ofthe DelawareMedical Journal, we
publish an article about the advent of “assisted

living” communities in Delaware. Many of my
patients, and some ofmy family have benefitted

greatlyfrom the convenience, comfort and support
ofthese facilities. Indeed these facilities offerwhat
they advertise: independence with assistance. For

many elderly, even the young elderly (65-75), a

prepared meal, insulin injections twice daily, and
transportation to the store every so often is all they

need. Additionally, I have been impressed that the

atmosphere ofthese facilities is more like a dormi-

tory than a convalescent center. So I would agree

with the contention ofthe authors that, in general,

assisted living is progress.

The questions the authors pose at the end oftheir

article are also very useful. Perhaps these ques-

tions shouldbe offered to all senior citizens in some
other venue than our Journal. The lure ofassisted

G. Stephen DeCherney, M.D., M.P.H., is Editor of the Delaware Medical

Journal. He practices Endocrinology in Newark, Delaware.

living may turn into its detriment later. As we
age, in general, we require more medical atten-

tion. The authors correctly imply through their

questions that the prospective enrollee should

inquire - in detail - about the opportunities for

expanded care over time.

Where I differ from the authors is in their state-

ment: “when all assets are considered, the major-

ity of seniors should able to afford some form of

assisted living.” The authors state that such

accommodations cost $2500-3000 per month.

According to the Federal Government (as shown
on the next page) the median net worth of all

households over 65 years of age is $86,324. This

figure includes home equity. Assuming that the

household did not need the house (by moving into

an assisted living facility) and assuming that all

the net worth could be liquidated to finance the

move, then the elderly family has about three

years offunds left (2500 per month x 12 months per

yearx three years= $90, 000). Granted that halfthe

families have more funds and half have less, but
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Table 1. Median Net Worth by Age of Householder

1993 Net Worth Total <65 Total >65 65-69 70-74 >75

All households (thousands) 96,468 20,768 6,132 5,504 9,131

Median net worth (dollars) 37,587 86,324 92,500 95,748 77,654

Excluding home equity 9,505 20,642 23,650 23,054 18,125

median as a measure
is used here because

the data are right-

skewed. That is, a few

people with gargan-

tuan assets artificially

raise the average. Con-

sequently, fully halfof

the elderly have less

than three years ofas-

sets to spend on as-

sisted living.

The population is aging. Most ofthe rise in health

care costs can be attributed to two changes: an

expanding aging population needs more care and
more expensive care; and new expensive technolo-

gies such as MRIs. Physicians’ fees are actually

only a small part of the overall health care bill.

The major source of income for most elderly is

either pension, Social Security or both. According

to the Executive Director of Economic Security

2000, seventy-five percent of seniors receive less

than $3000 per year in pension income, and sixty

percent ofseniors dependon social security income

for ninety percent of their retirement income.

Social Security is not a pension; rather it is a pay-

as-you-go service. Currentincome producers sup-

port current social security recipients. Today,

approximately three workers support one Social

Security recipient. Soon, with the increase in

baby boomers retiring, only two workers willhave

to support each Social Security recipient. The
Social Security fund hasbeenplundered for other

projects and will runoutby about 2010. Economic

Security 2000, led by Delaware’s Sam Beard,

proposes to gradually shift Social Security to a

privately funded system in which the Social Secu-

rity withhold inyourpaycheck is managedby you
in stocks or bonds. The singular advantage ofthe

Economic Security 2000 plan is that over time

private financial instruments have always out-

paced the US Government issue. For those who
want more security US Government bonds are

always available.

Whether you agree with Sam Beard or think

putting people’s future financial security in then-

own hands is a recipe for disaster, we have a

problemwhich is accentuatedby the need for such

services as assisted living facilities. As a nation,

we plan poorly for our collective future. We have

the naive notion that somehow we will muddle
through. We have taken this attitude in environ-

mental matters, in assisting our elderly, and of

course, in health care too.

Washington seems to be caught up in a new era of

selfishpartisanpolitics. Neverhave so many done

so little. Debate is choked with allegations, alle-

giances to donors, and pettiness. Perhaps it is a

mark ofthe incredibly successful economy for the

lasttwo or three election cycles thatwhathappens
in Washington seems so irrelevant to daily life.

That will soon change. We need thoughtful debate

about the profound changes facing our society.

Personally, it seems to me that assisted living

facilities were long overdue. I am glad that there

are so many available as enumerated in the

article. I hope when I get there I will be able to

afford to stay for awhile before I am pitched out.

LETTERTOTHE EDITOR

The National Institutes ofHealth tell us that 50

percent of all divorce, child abuse, domestic

violence, crime, mental illness, bankruptcies,

and traffic accidents are caused by alcohol.

The medicalcommunity needs to do more to deal

with this problem. Physicians can, verbally and

through literature, caution their patients about

alcohol abuse. They can write guest editorials

and letters to the editor about the topic. They
can speak about the problem when they speak at

seminars, conferences, and lectures. And, they

can stop serving alcohol at their meetings.

- Edward T. O'Donnell, Jr.

432 Del Med Jrl, October 1998, Vol 70 No 10



SCIENTIFIC ARTICLE

Spontaneous Splenic Rupture and Infectious

Mononucleosis in a Forensic Setting

Matthew B. Lippstone, B.S. — Adrienne Sekula-Perlman, M.D.

Judith Tobin, M.D. — Richard T. Callery, M.D., F.C.A.P.

Abstract: In this report we present two fatal cases of spontane-

ous splenic rupture. The prodromal symptoms, clinical presen-

tations, autopsy findings and histologic findings are discussed,

pertinent literature reviewed and the implication for the forensic

pathologist stressed.

Key Words: pathology and biology, mononucleosis, spontane-

ously ruptured spleen, fatal

The spontaneous (non-traumatic) rupture of the

spleen in infectious mononucleosis (IM) is exceed-

ingly rare but well documented in the medical

hterature

.

17 During a review ofcases presenting

to the Office ofthe ChiefMedical Examiner in the

State ofDelaware over the previous thirty years,

no cases ofspontaneous rupture ofthe spleen due

to mononucleosis were identified. In the course of

approximately six weeks during the winter of

1996, two adolescent females presented with fatal

spontaneous splenic rupture due to mononucleo-

sis. In this report we detail the clinical presenta-

tions ofthese two individuals suffering atraumatic

splenic rupture in similar settings. It is important

that forensic pathologists be aware ofthis exceed-

ingly rare and potentially grave complication ofa

relatively common disease. Furthermore, a me-
ticulous investigation and review of the events

surrounding the death mustbe performed in order

The authors are from the Office ofthe ChiefMedical Examiner, Forensic

Laboratory, Wilmington, Delaware.

to rule out any history ofrecentabdominal trauma. 4

These two fatal cases presented an excellent oppor-
tunity to review both the gross anatomy and
histologic findings of this rare complication of

infectious mononucleosis.

CASE REPORTS

Case No. 1: A previously healthy 16 year old

adolescent white female presented to a local emer-

gency department in full cardiac arrest. She had
had a three day history ofsore throat without fever

andhadbeen treated empiricallywith antibiotics.

At her home she reportedly became weak and

vomited in the bathroom. During the vomiting

episode she lost consciousness, recovered and lost

consciousness again. She was transported by her

family to the emergency room complaining of

abdominalpain and increasingvisual disturbances.

During this transport she became unresponsive

and family members initiated cardio-pulmonary
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resuscitation. At the hospital she was found to

have abdominal distention and a hemoglobin of3.0
g/dl. After 40 minutes ofcardio-pulmonary resus-

citation she was transported to the operatingroom
for surgical intervention. Upon entering the

peritoneal cavity, a large amount of fluid and
clotted bloodwas found, estimated at 2,500 cc. and
a splenic capsular disruption/decapsulation was
noted with extension ofsubcapsular hemorrhage
(Figures 1 and 2). She underwent an emergency
splenectomy, became hemodynamically unstable
during the procedure and suffered a full cardiac

arrest with unsuccessful resuscitation.

An autopsy was performed at the Office of the

ChiefMedical Examiner approximately 12 hours

after death. External examination revealed a

normally developed, adequately nourished adoles-

cent white female measuring 5 feet 3 inches in

length and weighing 120 pounds. Slight axillary

adenopathy was noted. Her peritoneal cavity

revealed evidence ofa previous splenectomy. The
surgical specimen consisted ofa spleen weighing

500 grams and measuring 19 by 1 1.5 by 4 cm. On
sectioning the splenicparenchymawas red-brown
and the usual follicular pattern was absent. The
anterior lateral and inferior surfaces of the cap-

sule were breached and separated from the under-
lying splenic parenchyma. Adjacent to this area

of decapsulation was subcapsular hemorrhage.

Additionallymphadenopathywas absent and the
remainder ofthe gross internalexaminationwas
unremarkable.

Histologically, there was marked thinning ofthe

splenic capsule with infiltration ofthe capsule and
trabeculae by mononuclear cells. The splenic red

pulp was markedly expanded with a spectrum of

transforming lymphoid cells, exhibiting a large

range in size, from small lymphoid cells to

immunoblast-like cells with scattered plasmacy-

toid cells (Figure 3). The recent subcapsular

hematoma consisted only of a thin film of fibrin

without evidence oforganization. No malignancy

was seen. Immunohisto-chemical staining for the

Epstein-Barr virus latentmembrane antigen was
performed with only rare positive cells identified.

These features are consistent with the benign

spectrum of lymphoid cell activation consistent

with an Epstein-Barr viral syndrome.

Figure 1: Case 1, gross view of peritoneal cavity and
large volume of fluid and clotted blood.

Microscopic examination of the fiver revealed a

dense infiltration of the portal areas by both

typical and atypical lymphocytes with a brisk

associated lobular inflammation. In some areas

the limiting plates were abrogated with extension

ofthese cells into the surrounding hepatic paren-

chyma. Hepatocellular necrosis was not apparent

and mitotic figures were rare. In some areas the

typical and atypical lymphocytes infiltrated the

hepatic capsule.

The lymph nodes ofthe porta hepatis were exam-

ined microscopically. They were not significantly

enlarged. The follicular pattern in many areas

was obscure and where present the follicles ap-

peared widely separate and shrunken. Numerous
lymphocytes, both typical and atypical, were

readily identifiable and mitotic figures were fre-

quent.
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Figure 2: Case 1, gross view of the spleen illustrating capsular

disruption/decapsulation with extension of subcapsular hemorrhage.

Multiple sections ofthe lungs revealed infiltration

ofperibronchiolar connective tissues with mono-
nuclear cells and small lymphocytes.

The remaining sections revealed essentially unre-

markable findings.

Post-mortem serologic studies revealed findings

suggestive of a current Epstein-Barr virus infec-

tion, including an IGM antibody to viral capsid

antigen titer of 1:40, an IGG antibody to viral

capsid antigen titer of 1:80. An
antibody to restricted antigen ti-

ter of 1 to 20, an antibody to

diffuse antigen titer of less than

1:10 and finally an antibody to

nuclear antigen titer ofless than
1:2. Immunofluorescent studies

for adenovirus as well as CMV
cultures ofthe spleen were nega-

tive.

Case No. 2: The decedentwas a 17

year old adolescent white female

with a three day history ofsevere

lower abdominal pain, vomiting,
diarrhea, sore throat, swollen cer-

vical glands and fatigue. She was
found by her family lying on the

bathroom floor, stating that she

had diarrhea and vomiting and
that her abdominal pain had be-

come worse. She was transported

to the hospital where, on route,

she became unresponsive. Upon
arrival at the emergency room
she was observed to be very pale

and in full cardiac arrest. Her
abdomen was slightly distended

and tense. Resuscitative efforts

were unsuccessful.A serologic di-

agnosis ofinfectious mononucleo-

sis was made the day before her

death.

An autopsywas performed at the

Office ofthe ChiefMedicalExam-
iner approximately 17 hours af-

ter death. The decedent was a

well-developedandwell-nourished

adolescent white female measur-

ing 5 feet 4 inches in length and
weighing 127 pounds. Her peritoneal cavity con-

tained approximately 2,300 ccs. offluid and clotted

blood. The source of bleeding was localized to a

large defect in the capsule ofthe spleen along the

lateral surface over an area of approximately

seven centimeters. The spleenweighed 620 grams

and revealed a homogenous diffluent maroon pa-

renchyma. Only cervical lymphadenopathy was
present in the body cavities. The remainder ofthe

gross internal examination was unremarkable

.

Figure 3: Case 1, myriad of transforming lymphoid cells, ranging from

small to immunoblast-like cells with scattered plasmacytoid cells.
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Histologically, findings similar to that described

in case numberone were found. Both typical and
atypical lymphocytes were present throughout

the spleen which revealed a generalized marked
increase in cellularity with lymphoid infiltration

of both the capsule and trabeculae. A fine focal

ribbon offibrin depositionwas in continuity with

the splenic capsular defect. The cells ranged from

small unremarkable lymphoid forms to

immunoblast-like cells with scattered plasmacy-

toid features. Many of the cells infiltrating the

capsule revealed round to slightly indented nuclei,

frequently eccentric, with prominent nuclear

membranes. No malignancy was seen.

The liver histopathology was very similar to that

seen in case number one. The portal areas were

widely expanded and infiltratedby large numbers
of typical and atypical lymphoid cells with focal

destruction of the limiting plates and a very

prominent lobular inflammation. Mitotic figures

were not conspicuous features ofthis process.

Unenlarged lymph nodes from the porta hepatis

revealed varying degrees of effacement of the

usual architecture by cells consistent with the

spectrum oflymphoid hyperplasia and activation

associated with the Epstein-BarrViral Syndrome.

The follicles were atrophic in some areas and in

other areas the follicular pattern was almost

completely obhterated.

Multiple sections ofthe lungrevealed infiltration

ofthe peribronchiolar connective tissue by groups

of mononuclear cells consisting of both small

lymphocytes and atypical lymphocytes.

The remaining sections of the internal organs

were essentially unremarkable.

DISCUSSION

Based upon the criteria by Rutkow 4 and modified

by Farley \ the diagnosis ofa spontaneous rupture

of the spleen associated with infectious mono-
nucleosis requires historical, physical, serologic

and histologic evidence ofmononucleosis with the

criteria being expanded to include either radio-

graphic or histologic verification of splenic rup-

ture. Infectious mononucleosis, common in teen-

agers and young adults, is caused by an infection

with the Epstein-Barr virus. The disease is

usually a benign and self-limited illness which
occurs over a period of one to four weeks dura-

tion. 13 The illness is characterizedby complaints
of fever, sore throat, malaise, headache and fa-

tigue. 1,2 ’
4 Palpable splenomegaly is a common

feature of this disease and vigorous palpation of

the abdomen must be avoided as iatrogenic rup-

tures may occur. Lethal cases ofinfectious mono-
nucleosis which may present in a forensic setting

are almost entirely limited to internal exsan-

guination due to spontaneous or traumatic rup-

ture. 3,5 In Farley’s excellent review, five cases of

verifiable spontaneous splenic rupture in associa-

tion with infectious mononucleosiswere identified

in an institutional experience of8, 1 16 patients at

the Mayo Clinic. All of these patients received

subsequent splenectomy and there were no fatali-

ties . A reasonable estimate ofallp atients having

infectious mononucleosis with spontaneous rup-

ture has been postulated at approximately 0.1

percent. 1 Therefore, the manifestation ofa fatal

spontaneous splenic rupture is exceedingly un-

common and infectious mononucleosis must be

considered inthe differential diagnosis ofany case

ofhemoperitoneum with splenic rupture/decapsu-

lation without an antecedent history of injury.

Antemortem diagnosis ofinfectious mononucleo-

sis as in case two or post-mortem confirmation as

in case one places these ruptures into their proper

clinical picture. Both patients reported here ap-

parently vomited or defecated immediately prior

to the catastrophic event. The increased

intraabdominal pressure causedby vomiting and
defecation most likely was temporally related to

the rupture.

Although the mechanism for splenic rupture in

infectious mononucleosis is obvious in post trau-

matic situations, the nature ofspontaneous rup-

ture remains unclear despite the advancement of

many viable scenarios. Histologic examination of

both spleens revealedextensive replacementofthe

normal splenic parenchyma by a mononuclear

infiltrate, characterizedbymany atypical or large
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reactive lymphocytes. These lymphocytes extended

through the trabeculae and capsule, resulting in

substantial capsular thinning, and in focal areas,

obliteration. Inboth cases, the usual fibromuscu-

lar and vascular structures ofthe trabeculae and
the splenic capsule were diminished when com-

pared to the normal histology of the spleen. The
extensive degree ofreplacement and attenuation

ofthe normal structures ofthe spleen, with focal

complete replacement in some areas, may predis-

pose the spleen to tearing during vigorous cough-

ing, vomiting or defecation. 1,3,6 The findings in

both these cases of a rupture/decapsulation in a

setting of vomiting and diarrhea certainly sup-

ports this hypothesis.

In summary, we report two deaths in adolescent

females due to spontaneously ruptured spleens in

the background ofinfectious mononucleosis with

splenomegaly. The possible role of increased

abdominal pressure secondary to vomiting and
defecation is highlighted. As Rutkow 4 reported no

cases ofdeath in patients receiving splenectomy,

this report may contain the first perioperative

death where splenectomy was used to treat a

confirmed case ofinfectious mononucleosis with

spontaneous splenic rupture andhemoperitoneum.
As this entity is exceedingly rare, particularly in

a forensic setting, forensic pathologists must be

attuned to the possibility ofa non-traumatic splenic

insult. Ahigh indexofsuspicionwith appropriate

scene investigation and history should minimize

the chances for confusion regarding a traumatic

versus a spontaneous event. Finally, histologic

examination ofthe spleenwithpost-mortem serol-

ogy, immunohistochemical studies, and history

should help resolve any diagnostic ambiguities.
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GUEST EDITORIAL

A Modest Proposal 1

A Satirical Look at Managed Care

James F. Lally, M.D.

Jonathan Swift's grim, satirical essay A Modest
Proposal, that to this day still generates contro-

versy, suggested that the solution to the seemingly

eternalproblem ofthe poor in Ireland is to feed the

entrails of the poor children to the rich.

Both parties of this unique, albeit indecorous,

arrangement benefit; the richpay the parents for

the children and the rich in turn are well fed. Such
controversialideas that are wellbeyond the bound-

aries ofconventional thinking, I believe, is what is

needed to deal boldly and aggressively with the

onslaught ofmanaged care.

Part ofthe implied agenda for managed care is to

reduce the future supply ofphysicians. EhGinzberg
agrees with other medical leaders that there is a

surplus ofmedical students and residents in train-

ing. He also points out that organized medicine

James F. Lally, M.D., is a member of the Publication and
Editorial Committee for the Delaware Medical Journal.

and the federal government have done little more
than recognize that there may be a problem. 2 But,

Ginzberg and other medicalpundits are not think-

ing or approaching the problem in a shrewd,

discerning Swiftian manner. Trying to restrict

the number of physicians may not solve the

problem; increasing the number ofpotential pa-

tients for all those newly-minted physicians will.

Now that you’ve refocused your thinking and
changed your ethos, an array ofnovel, but contro-

versial, solutions will seem obvious.

Since the Supreme Court’s landmark decision in

Roe v. Wade in 1973, it has been estimated that

over 30 million abortions have been performed in

the United States. Try to think of this not as 30

million abortions but rather as 30 million poten-

tial patients that have been lost to medicine.

Those numbers suggest thatwe could have been
increasing the supply ofobstetricians and pedia-

tricians, not decreasing them. Organized medi-

cine and individual practitioners may want to
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rethink their ideas about abortion when they

realize that every abortion results in one lost

future patient.

Likewise, at the other end of life, euthanasia and
assisted suicide, although they do not account for

a great number of early deaths in this country,

should be discouraged as they decrease the poten-

tial number of patients that our fledgling physi-

cians could care for.

It has been charged that tobacco addiction re-

mains one of the foremost causes of premature

death in this country. Indeed, the acrimonious

debate over the role of tobacco as the cause of

disease has spawned the term, "tobacco wars."

But, smokers want their right of free choice and
there are those who think it is a politically danger-

ous precedent to limit the rights ofothers when it

does not clearly obstruct their own right to free

expression. In addition, it has been forcefully

argued that tobacco farmers have a right to make
a living. There is also a forgotten political spin-off

from treating patients with tobacco addiction in

their 40s and 50s; the rest of society will not have

topay their social security benefits except for those

few heavy smokers that five beyond theirmid 60s.

All ofthe frenetic national efforts at wellness and
public health preventive measures seem lauda-

tory but in reality they limit the number of

potential patients for physicians ofthe 21st cen-

tury.

Congress should immediately follow Germany’s

progressive attitude ofallowingunrestricted speed

on the autobahn and legislate unlimited speed

limits on interstate highways. This will further

justify the need for those Level 1 trauma centers

that are so expensive to support and maintain and,
as an added benefit, it will strengthen training

programs in emergency care and trauma.

In your own practice, and as an informed citizen,

make every effort to support those political pro-

grams, such as immigration and open borders,

that will increase the population. Sure, those

policies will increase the rolls of welfare recipi-

ents, but America can probably easily feed and
house a billion people. Doesn’t one of our larger

agriculture conglomerates advertise that they are

the "supermarket to the world."

Liberalize your attitude about illicit drugs and
encourage efforts to legalize marijuana. Also, pe-

titionyour local legislator to lower the legal age for

drinking.

The list could go on, but you get the point and I’m

sure you could offer some of your own solutions.

Swift was right, sometimes the solution to com-

plex, apparently unsolvable problems is right in

front of us— we just have to look for it.
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AMA REPORTS

Reports

REFERENCE COMMITTEE ON
CONSTITUTION AND BY-

LAWS
Submitted by Michael Bradley, D.O.

Many reports of the Board of Trust-

ees and of the council on Ethical

and Judicial Affairs were reviewed

by this reference committee. The
full reports can be viewed on the

AMA web, which is accessible via

the MSD home page. The follow-

ing items were felt to be of special

interest.

In view of the Sunbeam Crisis, a

resolution was adopted to prevent

a general officer of the AMA from

becoming the Executive Vice Presi-

dent unless five years have passed
since leaving office. It was felt that

the BOT and it’s officers have vi-

sions of certain goals on the Board

from the AMA House of

June 1998 Session

and within the AMA structure and

have been laxattheirfiscal respon-

sibility as trustees.

CEJA policy on defining physician

participation in state executions

was reaffirmed. A physician who
testifies to a patient’s medical his-

tory, diagnosis or mental state is

not participating in the execution of

the patient. Physicians should no

treat a patient who has been de-

clared legally incompetent to be

executed to restore the patient’s

mental health so that he can be

executed.

CEJA report 9 is a milestone in

physician collective actions. While

stating that physicians should not

join union with non physicians, this

report allows collective action that

does not impinge on essential

patient care such as slow produc-

Delegates

tivity. Physicians should continue

to refrain from the use of strikes as

a bargaining tactic.

The sale of health related goods

from physicians’ offices were very

hotly debated. These included

obvious items such as vitamins,

dietary supplements, skin creams,

special foods and others such as

splints, eye wear, contact lenses.

There was so much discussion

over the definition of “profit” and

“cost” that the entire report was
sent back to CEJA for their further

clarification. Many felt it was not

ethical to sell items to patients,

while others felt they could be of

service to patients if the cost was
market driven.

CEJA report 9 concerning the preg-

nancy termination of normal fetuses

post-viability was referred back to

Del Med Jrl
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CEJA for reconsideration. The re-

port failed to completely clear the

distinction between intact D&X and

the broader issue of post-viability

terminations.

The policy on confidentiality of phy-

sicians in industry was broadened

to conclude that the physician has

the specific obligation to inform and

recommend to the patient regard-

less of the physician’s obligation to

the employer.

CEJA report 3 on human cloning

was referred to the Board for further

study in lieu of an upcoming study

of the council on scientific affairs

which will be presented at Interim

‘98 in December. It was felt that

making policy now without the full

scientific background would
weaken our message.

CEJA report 1 was also referred to

the Board. This report dealt with the

physicians’ political communica-

tions with their patients and fami-

lies. Discussed were the ways and

means of talking with our patients

about our political agenda, but not

during sensitive and or vulnerable

parts of the medical exam. The

report was widely favored, but

needed some word-smithing to

make it understandable and less

restrictive.

REFERENCECOMMITTEEB
(LEGISLATION) REPORT
Submitted by Michael Katz, M.D.

Actions taken byTheAMA House of

Delegates on Reference Commit-

tee B resolutions (Legislation) in-

clude: Physician Ability to Collec-

tively Negotiate, Public Health Care

Benefits, Supervision of Nurse

Anesthetists, HCFA regulations and

Year 2000 Computer Problems.

Abuse of Tax Laws to Gain Eco-

nomic Advantage in Free Market

Commerce: Instructs the AMA to

study not-for-profit health care enti-

ties to measure the extent to which

their tax-exempt status might cre-

ate an economic advantage over

other health care entities.

Public Health Care Benefits: In-

structs theAMA to lobby federal and

state governments to restore and

maintain funding for public health

care benefits for all legal immi-

grants.

Explanation of Public-Private Part-

nerships that Exist between Gov-

ernment and The AMA: Instructs the

AMA to fully explain the exact nature

of and all pertinent background in-

formation regarding the

public-private partnership existing

between the Health Care Financ-

ing Administration and the AMA.

Review of Whistle blower Law: In-

structs the AMA to 1) Urge Con-

gress to review the Health Insur-

ance Portability and Accountability

Act Beneficiary Program “whistle

blower law” as it applies to medical

practices and to express concerns

for the potential it has for causing

extreme damage to the practice of

medicine and to the access of care

to patients; and 2) Seek to amend
HIPAA to provide physicians with

remedies against those who sub-

mit frivolous claims against physi-

cians for financial gain under the

Beneficiary Incentive Program.

Professional Courtesy and Waiver

of Co-payments of Certain Medi-

care Patients: Instructs the AMA to

seek legislative regulatory action

that permits physicians in the exer-

cise of their judgment to waive

deductibles and co-payments for

Medicare, Medicaid and other in-

surance products.

Interpreter Services in Health care

Settings: Asks the AMA to support

passage of federal legislation clari-

fying the Americans with Disabili-

ties Act to assure that coverage for

interpreters for the hearing im-

paired be provided by all health

benefit plans, such legislation

should clarify that physicians prac-

ticing in an office setting should not

incur the costs for qualified inter-

preters of auxiliary aids for patients

with hearing loss unless the medi-

cal judgment of the treating physi-

cian reasonably supports such a

need.

Medicare/HCFA User Fees: In-

structs the AMA to Strongly oppose

any attempt on the part of the fed-

eral or state governments or other

entities to impose “user fees”, “pro-

vider taxes", “access fees”, or “bed

taxes” on physicians and other

health care providers to subsidize

or fund any health care program.

Directs the AMA to strongly oppose

any directive from HCFA to slow

down the rate of payment of Medi-

care claims or reduce administra-

tive services to patients, physicians

and other health care providers.

Managed Care Medical Director Li-

ability: Directs the AMA to seek fed-

eral and state legislation that des-

ignates that medical directors of

managed care health plans be

subject to state medical licensing

requirements, state medical board

review and disciplinary action and

asks the AMA to support legislation

abolishing ERISA protection af-

forded to managed care plans so

that injured parties can seek and

receive appropriate compensation

when decisions by managed care

plans adversely affect the health

care of the enrollee.

Year 2000 Computer Problem. In-

structs the AMA to inform physi-

cians of the Year 2000 computer

problem and how this may affect

the delivery of health care services

for physicians and patients. Directs

the AMA to request that Congress

and all federal agencies including

Medicare, Medicaid and their vari-

ous contractors to demonstrate

Year 2000 compliance and contin-

gency plans to ensure that health

care delivery is not disrupted.
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Rescission of the Balanced Bud-

get Act Provision on nurse Practi-

tioner Payment and Billing En-

hancements: Instructs the AMA to

support the introduction of legisla-

tion that would rescind Section 451

1 of the Balanced Budget Act of

1997 which enables Nurse Practi-

tioners and Clinical Nurse Special-

ists to be paid directly.

Channeling of Eye Examinations to

Optometrists: Directs the AMA to

issue a letter to all third-party pay-

ers stating organized medicine’s

strong opposition to 1) channeling

enrollees to optometrists and other

non-physicians 2) designating op-

tometrists as primary eye care pro-

viders 3) shifting patients from oph-

thalmologists to optometrists 4) ex-

cluding ophthalmologists from per-

forming refractive eye examina-

tions, routine eye examinations, or

primary eye care.

Informed Choice for Patients: Di-

rects the AMA to support state and

federal legislation mandating that

patients be notified of who will pro-

vide their medical care and be given

the choice of who will provide their

medical care in order to protect

patient choice of health care provid-

ers.

Coverage of Prescription contra-

ceptives by Insurers: Asks the AMA
to support federal and state efforts

to require that every prescription

drug benefit plan include coverage

of prescription contraceptives.

Collective Negotiation by Physi-

cians: Instructs the AMA to develop

by 1-98 a negotiating unit, within

organized medicine and with no

affiliation with national trade

unions, free of anti-trust constraints

for all of its members in order to

help level the playing field with health

care payers and instructs the AMA
to provide increased financial re-

sources to the Division of Physi-

cian and Patient Advocacy to in-

crease private sector advocacy and

assist physicians in negotiating col-

lectively with health care payers.

TheAMA is directed to work with the

Department of Justice and the Fed-

eral Trade Commission to allow

physicians to negotiate in a collec-

tive manner.

HCFA’s Denial of Paymentfor Lack

of Diagnostic Code: Directs theAMA
to develop model legislation to re-

quire all third party payers to pro-

vide reimbursement for appropri-

ate diagnostic tests and procedures

regardless of the outcome of these

test and procedures.

REFERENCECOMMITTEE C
Submitted by Rafael Zaragoza, M.D.

Recommendations of the follow-

ing reports of the Council on Medi-

cal Education (COME) were
adopted:

Report 3 - United States Medical

Licensing Examination (USMLE).

Report 4 - Conscience Clause.

Report 7 - Billing for Services by

Fellows.

Report 9 - Creating an Effective

Environment for Medical Student

Education.

The following resolutions were
adopted:

Resolution 308 - Education of the

General Public on the Role of Phy-

sician and Non-Physician Health

Care Providers.

Resolution 310 - Inappropriate Use
and Reporting of USMLE Scores.

Resolution 317 - Supervision.

Resolution 320 - Compliance with

National Resident Matching Pro-

gram Requirements by Residency

Program Directions and Applica-

tions.

Resolution 321 - House Staff Orga-

nization in Institutional Require-

ments.

Resolution 324 - Availability of Test

Facilities for the 1999 Computer-
ized USMLE Step I.

Resolution 325 - USMLE Part III

and Licensure.

Resolution 327 - "Public Good” Fund
to Support the Mission of Academic
Health Centers.

Resolution 328 - Support for Ap-

peals Resulting from the Hopwood
Decision.

The following reports and resolu-

tions were adopted with amend-
ments or substitutions:

Report 5 - COME - Enhancing the

Cultural Competence of Physi-

cians.

Report 6 - COME - Policies for

Maternity, Family and Medical Ne-

cessity Leave for Resident and Em-
ployed Physicians.

Report 11 - COME - The Educa-

tional and Work Environment of

Resident Physicians.

Resolution 304 - Medical Student

Debt.

Resolution 306 - Funding Cuts for

Graduate Medical Education.

Resolution 307 - Equity in Clinical

Skills Assessment for Graduate

Medical Education.

Resolution 309 - Support for Re-

search and Education from Health

care Organizations.

Resolution 312 -Medical Student

Training in Airway Management.

Resolution 314 -Training in Airway

Management.

Resolution 322 -Implementing In-

dependent House staff Organiza-

tions.

Resolution 329 -CME Program
Modification.

Resolution 330 -Potential Duplica-

tive System of CME Accreditation.
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The following reports were referred

to the Board of Trustees:

Resolution 311 -National Commit-

tee to Evaluate Medical School Clos-

ings.

Resolution 31 3 -The Physician/Pa-

tient Relationship and Medical Li-

censing Boards.

Resolution 315 -Clinical Supervi-

sion of Resident Physicians by

Non-Physicians.

Resolution 316 -Distribution of Out

of Hospital Training Funds to Fam-
ily Practice Training Programs.

Resolution 318 - Training of Physi-

cians Under Managed Care.

Resolution 323 -National Clinical

Skills Assessment Examination.

Resolution 326 -Equity in Clinical

Skills Assessment for Graduate

Medical Education.

The following resolutions were not

adopted:

Resolution 301 -Rural Health Edu-

cation Programs.

Resolution 302 -Standard Price Fee
for AMA/Federation-Sponsored
CME.

Resolution 303 -Opposed Specialty

Specific Requirements for CME.

Resolution 305 -Physician

Workforce Planning.

REFERENCECOMMITTEE E
Submitted by Richards Simons, D O.

The following is a brief summary of

the activities of Reference Commit-

tee E, “Science and Technology”.

The following reports and/or reso-

lutions were recommended for

adoption.

I. Council on Scientific Affairs

(CFA) - Safety in Dispensing

Prescriptions: The recommen-
dation from the CSA was to not

adopt resolution 506 which in-

troduced a new plan for phar-

macies to dispense medica-

tions. It was recommended the

resolution not be adopted due
to lack of evidence that the pro-

posal would reduce dispens-

ing errors and for possible tech-

nical problems associated with

the proposal.

II. Resolution 502: Prescription

Drug Use in Nursing Facilities

was adopted without difficulty.

III. Resolution 509: Seclusion and

Restraint of Child/ Adolescent

which called for an AMA review

of existing guidelines to estab-

lish best practices was adopted

with all testimony in favor.

IV. Resolution 521: Decreased
Mortality Due to Asthma was
adopted although the title was
changed to “Over the Counter

Inhalers in Asthma”.

V. Resolution 525: Committee in

Network for Alternative Compli-

mentary Care was adopted with

the word “complimentary”
stricken from both the title and

the resolved. There was dis-

cussion on the floor to the effect

that alternative care may or may
not be “complimentary” to medi-

cal care.

The following reports and/or reso-

lutions were adopted as amended
or substituted:

I. CSA -Health Literacy: This was
a fairly extensive report and the

recommendations adopted
with relatively minor changes.

The recommendations include

AMA recognition ofthe problem

with patient literacy with relevant

organizations to increase

awareness of the problem as

well as to encourage the devel-

opment of appropriate training

programs for physicians to

improve communication with

patient’s with limited literacy

skills, and to encourage all third

party payers to compensate
physicians who provide formal

patient education programs.

Additionally, the AMA will en-

courage the US Department of

Education to include questions

regarding health status, health

behaviors, and difficulties in

communicating with health

care professionals in the Na-

tional Adult Literacy Survey of

2002. Finally, the AMA encour-

aged the allocation of federal

and private funds for research

on health literacy.

II. CSA Report # 7: Manganese
and Gasoline was adopted with

minor changes. This report

sparked some controversy in

the reference committee delib-

erations, however, ultimately,

the report was adopted. The
recommendations essentially

state that the health effects of

MMT are unknown and re-

search in this area is required.

Additionally, monitoring of the

use of MMT and dissemination

of information regarding the

health effects of MMT to physi-

cians is asked of appropriate

federal agencies. The outcome

of the MMT situation will be up-

dated as appropriate.

III. CSA Report #11: Race and

Ethnicity as Variables in Medi-

cal Research was adopted with

relatively minor modifications.

The report recognizes that race

and ethnicity are research vari-

ables when used and inter-

preted appropriately, but cur-

rent definitions of race and

ethnicity rarely reflect biologic

and genetic distinctiveness but

often reflect social, economic,

and cultural distinctiveness.

The remainder of the recom-

mendations encourage appro-

priate support for research into

the use of race and ethnicity in

research design and practice.
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IV. Resolution 501: Pharmacy Sub-

stitutions was adopted with mi-

nor revisions. The resolution

essentially calls for enforce-

ment pharmacy laws and medi-

cal practice so treating physi-

cians’ prescriptions cannot be

overruled or substituted with-

out prior physician approval.

V. Resolution 503: School Based
Prevention of Adolescent Eat-

ing Disorders was adopted with

minor modifications. This reso-

lution dealt with school based

prevention of eating distur-

bances in adolescence and en-

couraged training of all school

based physicians, counselors,

etcetera to recognize and offer

education and referral for ado-

lescents with suspected eat-

ing disorders.

VI. Resolution 506: Direct Adver-

tising of Prescription Drugs to

Patients. This resolution was
adopted, after some debate

from the floor, with essentially

minor modifications. The reso-

lution initially dealt with psychi-

atric drugs but was broadened

to include all drugs. The reso-

lution proposed to ask the FDA
to conduct a survey regarding

the effects of consumer adver-

tising of prescription drugs on

physician practices and patient

care, as well as to engage in an

economic analysis of the ef-

fects of this practice. An exist-

ing AMA policy (H-105.989)

which deals with this topic will

also be reaffirmed and re-

viewed.

VII. Resolution 507: Supportfor Re-

gional Independent Blood Cen-
ters was adopted with minor

modifications. This essentially

endorses the FDA’s existing

blood policy.

VIII. Resolution 510: Cooperative

Education Between the AMA
and the ADA was adopted with

minor changes. The resolved

encourages our AMA to work
with the ADA to develop strate-

gies to inform physician’s about

the potential side effects of

medications related to tooth de-

cay, gum disease, and other

oral disease processes.

IX Resolution 512: Melanoma
Registry was adopted with mi-

nor modifications. The resolu-

tion speaks to the AMA encour-

aging the National Cancer In-

stitute to establish, in collabo-

ration with National and State

medical groups, a melanoma
registry capturing data from

both inpatient and outpatient

settings.

X Resolution 513: Price In-

creases in Certain Generic

Medications was adopted with

minor modifications, essen-

tially stating that ourAMA recog-

nize physician concerns re-

garding recent exorbitant price

increases of certain generic

medications, and also that the

AMA research this problem.

X. Resolution 518: Biomaterials

Access was adopted with mi-

nor modifications, essentially

stating ourAMA support efforts

to alleviate the growing health

crisis caused by decreasing

availability or provision of

biomaterials.

XII. Resolution 524: Restrictive For-

mulary Drug Prescription Sanc-

tion through managed care was
adopted although the resolved

were significantly reworded and

amended by the Reference

Committee. The resolution es-

sentially asked theAMA to “urge

pharmacists’” to contact the

prescribing physician if a pre-

scription violated the patient’s

managed care drug formulary

so the physician would have an

opportunity to prescribe an al-

ternative drug (on formulary). It

also resolved that our AMA de-

veloped model legislation

which prohibits managed care

from retaliating against a phy-

sician because of prescribing

nonformulary drugs. Moreover,

it called for the AMA to examine
the feasibility of establishing a

process for formulary develop-

ment involving independent
physician oversight applicable

to all managed care plans.

XIII. Resolution 526: Review ofAMA
Recommendations on Folic

Acid Supplementation was
adopted with minor changes.

The resolution asked our AMA
to revise recommendations of

dietary reference intakes for

folate issued by the Institute of

Medicine, Food, and Nutrition

Board and to respond appro-

priately.

The following resolutions were re-

ferred to the Board of Trustees.

I. Resolutions 505, 516, and 519:

all dealt with organ transplants,

the United Network for Organ

Sharing (UNOS), the Depart-

ment of Health and Human Ser-

vices (DHHS), and new legis-

lation regarding the organ allo-

cation process. There was
much testimony in the refer-

ence committee and on the floor

regarding the function and effi-

ciency of UNOS and the role of

the Federal Government in the

allocation of organs for trans-

plant process. There seemed
to be general agreement that

UNOS was performing well,

however some inequalities in

organ recipient waiting time

exist. The key consideration

seemed to be whether organs

procured “locally” through ag-

gressive campaigns from lo-

cal agencies have the right to

“remain local" thereby reward-

ing the local areas and agen-

cies by their efforts in procuring

organ donors. On the other

hand, the government has ap-

parently stated that wide dis-
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crepancies in recipient waiting

times is unacceptable and pre-

fers to have organs allocated

on a national basis. There ap-

parently are technical difficul-

ties with respect to organ vi-

ability during long transports

(especially cardiac). There was
also a concern expressed re-

garding the government’s in-

terference in this program. It

was noted that the government

historically had oversight over

UNOS. Ultimately, this issue

was referred for further consid-

eration.

II. Resolution 504: Use of Blood

Therapeutically Drawn from

Hemochromatosis Patients

called forthe use of blood drawn

from hemochromatosis
patient’s to be used by the

American Red Cross. The reso-

lution recognized that a signifi-

cant amount of blood could be

donated by patient’s with hemo-
chromatosis. There was testi-

mony in the Reference Com-
mittee regarding fears of using

“tainted” blood for general use

in the population, therefore this

resolution was referred.

III. Resolution 511: Study of Non
Physician Prescribing asked

our AMA to collaborate with

medical specialties and state

societies to study the impact of

non physician prescribing on

the health of America and to

make recommendations in-

cluding the possibility of devel-

oping model legislation in this

area.

IV. Resolution 51 4: Genetic Coun-

seling asks our AMA to review

guidelines for pre-test and

post-test education/genetic

counseling, as proposed by the

National Association of Genetic

Counselors. This resolution

will be referred to the Board as

well as the College of Genetic

Medicine.

V. Resolution 517: Implications

of Brain Development Re-
search asked our AMA to per-

form a comprehensive review

of recent research on early brain

development and learning to

provide a uniform body of knowl-

edge and to summarize the im-

plications of this research on

medicine, public health policy,

and development of compre-

hensive school health educa-

tion, report to be returned to the

House of Delegates during the

1998 Interim Meeting.

VI. Resolution 520: This resolu-

tion is another resolution re-

garding current knowledge of

early brain development simi-

lar to the previous resolution.

In summary, Reference Commit-

tee E, Scientific Affairs, went fairly

smoothly, the most contentious is-

sue being that of organ transplant

policy as noted above. If you would

like further detailed information re-

garding any of the aforementioned

reports, resolutions or recommen-
dations, I would be pleased to an-

swer any questions.

REPORTOF REFERENCE
COMMITTEE H

HEALTH SCIENCE & TECHNOLOGY
Submitted by Stephen Permut, M.D.

E&M GUIDELINES:

The Reference Committee’s busi-

ness was divided into broad areas

involving: (1 ) Documentation Guide-

lines, (2) Coding, (3) The American

Medical Association Program
(AMAP), (4) Organized Medical Staff/

JCAHO, (5) RBRVS, (6) Health Data/

Records, (7) Home Care. The Ref-

erence Committee received more

than seven hours of testimony with

220 people testifying. By far the

most controversial area had to do

with the E&M Documentation guide-

lines. The results of the House of

Delegates’ deliberations on this

issue resulted in a substitute reso-

lution with three resolves which in

essence asked for:

(1) a continuation of the grace pe-

riod

(2) a firm stand to continue to work

with HCFA to eradicate fraud

and abuse

(3) physician protection from al-

legations due to differences

in interpretation andlor inad-

vertent errors in coding

(4) a “knowing and willful” stan-

dard for civil as well as crimi-

nal fraud

(5) full due process for physicians

accused of documentation er-

rors or deficiencies

(6) transfer ofthe burden-of-proof

of any allegation to the govern-

ment

(7) strong protections of the con-

fidentiality of the medical

record

(8) strong statements against the

use of the medical record as

an accounting document

(9) a demand to discontinue pre-

payment audits

(10) a shift away from

accounting-type audits to fo-

cused medical peer review by

physicians of outlier physi-

cians only and based on sta-

tistical reviews of patterns of

service

(11) immunity from financial or le-

gal penalties if there is just a

one level error in coding

(12) halt to the requirement that

physicians repay alleged over-

payments prior to any appeal

procedures being initiated

(13) commitment for the AMA to

work with specialty societies

and HCFA to develop simpli-
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fied E&M guidelines that are

clinically relevant and realistic

and which do not direct physi-

cians’ attention away from

patients

(14) extensive pilot testing of any

guidelines that are developed

before they are implemented

and with immunity granted to

physicians participating in the

pilot

(15) adequate educational pro-

grams by HCFA priorto imple-

menting any guidelines

(16) enhanced activities by theAMA
to provide information to mem-
bers about HFCA documenta-

tion guidelines

(17) thattheAMA opposeany docu-
mentation system requiring

quantitative, formulas or nu-

meric values applied to the

medical record

CODING:

Under the heading Coding there

were resolutions encouraging the

universal acceptance of the CPT
System and its definitions by all

carriers, both private and public, in

order to simplify coding and billing

procedures for physicians. There

were several resolutions that ask

the AMA to oppose the use of com -

puterized rebundling programs,

particularly related to pediatric vis-

its and vaccination codes.

OMS/JCAHO

Under the Organized Medical

Stafl7JCAHO section there was a

resolution for theAMA to encourage

the Joint Commission to suspend
its “Sentinel Event Program” until

adequate peer review protection

for the reporting of serious events

to the Joint Commission could be

assured.

RBRVS

Under RBRVS there was a resolu-

tion to establish a uniform global

fee period for surgical procedures,

specifically related to the

pre-operative time period. There

was a resolution passed for HFCA
to recognize the difference in its

reimbursements for physicians

compared to non-physicians

(non-Md./DOS).

HEALTH CARE DATA/RECORDS

Under Health Care Data/Records,

there was a resolution passed for

the AMA to become a central clear-

inghouse for the evaluation of elec-

tronic medical record systems.

This was a very active Reference

Committee with many very positive

results being produced and was
yet another demonstration how the

AMA is constantly working toward

alleviating some of the current prob-

lems in medical practice.

THEAMERICAN MEDICAL
ASSOCIATIONYOUNG
PHYSICIANS SECTION

Submitted by Michael Katz, M.D.

The American Medical Association’s

Young Physicians Section held its

interim assembly meeting on June

11-13, 1998 in Chicago. The
AMA-YPS Assembly is composed
of delegates representing their con-

stituent state medical societies,

specialty societies and branches

of the uniformed services. Repre-

sentatives are AMA members and

are under the age of 40 or have

been in practice less that five years

if they are over the age of 40.

The following summarizes resolu-

tions presented for debate and voted

on by The AMAYPS Assembly:

Federal Funds for Needle and Sy-

ringe Exchange Programs: asks

the AMA to 1) support needle and
syringe exchange programs as part

of a comprehensive public heath

drug treatment/rehabilitation pro-

gram; 2) encourage the HHS Sec-

retary to permit the use of federal

funds for needle and syringe ex-

change programs as part of a pub-

lic health drug treatment/rehabili-

tation program, in an attempt to

reduce the transmission of HIV and
other blood borne pathogens.

Private Breast-feeding Facilities in

PublicAreas: asks the AMA to work
with facilities where AMA meetings

are held to designate an area for

breast feeding and breast pump-
ing and to encourage public facili-

ties to provide areas for breast feed-

ing and breast pumping.

Criminal Charges Against Physi-

cians: asks the AMA to conduct a

review of cases involving

maloccurrence/malpractice and
criminal charges and provide the

membership with information re-

garding the outcomes and trends

in such cases as well as any pre-

ventive measures available to phy-

sicians.

Disability Insurance for Medical Stu-

dents. Residents and Fellows:

asks the AMA to work with LCME
and ACGME to mandate the dis-

ability insurance policies made
available to medical students, resi-

dents and fellows not exclude HIV

or other infectious disease indem-

nification, and to take future earn-

ings as well as existing student

loans into consideration.

Mentorship for Young Physicians:

asks the AMA-YPS to develop a

mentorship program for the

AMA-YPS Assembly such as pair-

ing those members who indicate

on their registration sheet they

would like a mentor with those

members who would be will to be

mentors.
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Coverage for Contraceptives bv In-

surance: asks the AMA-YPS to en-

dorse the AMA’s efforts to support

legislation requiring health insur-

ance plans to include the coverage

of contraceptives ant to supportAMA
policy in favor of health insurance

plans’ coverage of contraceptives.

Promoting and Encouraging
Healthier . Lifestyles: asks the

AMA-YPS to make healthy eating,

healthy food choices and exercise

promotion a priority for ourselves

and our patients.

Adverse Drug, Vitamin and Herbal

Remedy Reactions: asks the AMA
to work with the FDA to educate

physicians about the FDA’s
MedWatch program for the volun-

tary reporting of adverse events as-

sociated with drugs, biologies,

medical devices, nutritional

supplements and other

FDA-regulated products. The AMA
is also asked to strongly encour-

age physicians to report potential

adverse events associated with

dietary supplements and herbal

remedies to help support FDA’s

efforts to create a database of ad-

verse events

.

Confidentiality of Medical Records:

asks the AMA to educate physi-

cians and patients about the unre-

stricted release of medical records

when specific information is re-

quested by insurance companies.

The AMA is also asked to study

ways in which the release of medi-

cal records will be restricted to that

which is relevant.

Restocking of Ambulances bv Hos-

pitals: asks the AMA to support fed-

eral legislation that would provide

protection from prosecution under

the federal anti-kickback statute for

hospitals and individuals working

in the emergency departments who
restock supplies for ambulances

under local or regional standards

Health Care claims Guidance: asks

the AMA-YPS to endorse the AMA’s
support offederal legislation or regu-

lations that provide for: a clear and

convincing evidence standards for

accusation or prosecution of fraud

and abuse; a minimum material

amount standard be developed for

prosecution of fraud and abuse,

below which a safe harbor would

be established for physicians; a

safe harbor for physicians whose
claims sow substantial compliance

with model compliance plans is-

sues by the government with input

from the AMA.

Improving the Process to Approve

New E&M Documentation Guide-

lines: asks the AMA-YPS to endorse

the AMA’s efforts in working with

HCFA to develop a new set of Evalu-

ation and Management Documen-
tation guideline that are not oner-

ous and that include a pilot project

to test the guidelines in medical

practice setting, sufficient educa-

tion opportunities and probation-

ary period.

Safety of (pharmaceutical Ingredi-

ents Produced Abroad: asks the

AMA to investigate safety concerns

about chemical ingredients that are

produced abroad and imported for

use in the production of prescrip-

tion medication sold in the U.S.,

and to initiate efforts to ensure that

all shipments of such chemical

compounds are tested for quality

and purity before incorporated into

the final product.

Guidelines for Patient-Physician

Electronic Mail: encourages the

AMA to adopt and disseminate

guidelines on patient-physician

electronic mail.

Payment for Federally Mandated

Emergency Care: asks the AMA to

communicate to the HCFA and

Congress that an equitable adjust-

ment to the Medicare physician tee

schedule be developed to provide

fair compensation to offset the ad-

ditional professional and practice

expenses required to comply with

the Emergency Medical Treatment

and Labor Act.

Data Used to Determine Practice

Expenses: asks the AMA to 1 ) op-

pose HCFA’s use of the AMA socio-

economic monitoring system as

the sole source of data from which

the specialty specific practice ex-

penses per hour is calculated; 2)

provide appropriate resources to

improve the SMS to create a more
appropriate source of data for prac-

tice expenses; 3) support HCFA’s
utilization of specialty society ac-

tual practice expense data where

such data exists.

HCFA Documentation for Teach-

ing Physicians: asks the AMA to 1 )

work with HCFA to reduce the re-

dundant and burdensome docu-

mentation for teaching physicians;

accept documentation by the phy-

sician team under the supervision

of a teaching physician if it collec-

tively meets all HCFA documenta-

tion requirements; accept a state-

ment of the teaching physician’s

level of participation in patient care

as sufficient or adequate documen-
tation. 2) make it a priority to modify

HCFA documentation guidelines

as they apply to teaching physi-

cians.

Report B: Insurance Tails: instructs

theYPS Governing Council to: moni-

tor developments in the profes-

sional liability insurance industry;

to expand “Contracts: What You

Need to Know” to include more

emphasis on professional liability

insurance, disseminate via the

member only web site and other

means specific information on the

types of liability insurance; and pro-

mote the AMA publication “Medical

Professional Liability Insurance:

The Informed Physician’s Guide to

Coverage Decisions”.

Report C: Physician Workforce: in-

structs the YPS Governing Council
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AMA Reports

to: issue a report on the federal

government’s initiative relative to

GME funding as soon as data is

available; to continue to monitor

implementation of the recommen-
dations from the Consensus State-

ment on Physician Workforce and

report to the Assembly.

Report G: Medical Staff Develop-

ment Plans: asks the YPS to: es-

tablish policy opposing closed

medical staffs and ask the AMA to

investigate the antitrust implica-

tions of closed medical staffs; to

inform young physicians ofthe value

of participation on hospital medical

staffs and of the need to become
active in medical staff leadership,

with medical staff development

plans cited as an example of why
such involvement is critical.

Report N: Collective Negotiation by

Physicians: asks the AMA to pro-

vide resources to support the for-

mation of organizations affiliated

with organized medicine to assist

physicians in collective negotia-

tions, with the stipulation that such

organizations have no affiliation

with national trade unions.

If you wish to learn more about The
Medical Society of Delaware’s

Young Physicians Section, or the

AMA-YPS,andhowyoumaypartici- !

pate, please contact Mary LaJudice

(302) 658-7596, or, Michael S. Katz,

M.D., Chair, MSD-YPS (302)
j

651-6403. The next meeting of The
AMA-YPS will be its interim assem-
bly meeting, December, 1998 in

Honolulu.

REFERENCE COMMITTEE ON
MEDICALSERVICES

Submitted by Marciana Filippone,

M.D.

Council on Medical Services Re-

port 9: Empowering Our Patients:

Individually Selected, Purchased
and Owned Health Expense Cover-

age.

Following the recently adopted AMA
policy supporting individually se-

lected and owned health insurance

as the preferred method for people

to obtain health expense coverage,

the council on medical Services

was charged with undertaking an

implementation study, this report

sets a policy agenda encouraging

movement toward a system of indi-

vidually owned, selected and pur-

chased health expense coverage

that provides optimum access to

coverage with the formulation of

seventeen comprehensive recom-

mendations adopted by the House.

They address needed changes in

the tax treatment of health expense

coverage, in individual insurance

market reforms, methods of em-
ployer contributions toward em-
ployer coverage, incentives to ob-

tain coverage, and mechanisms
for group purchasing and risk pool-

ing. Recommendations of particu-

lar emphasis support: 1) prefer-

ence for individually selected and

owned health expense coverage

while preserving availability of em-
ployer provided coverage to extent

themarketdemands. 2) Availability

of wide choices of plans with uni-

form employer contribution toward

employees health expense cover-

age regardless of plan chosen. 3)

Legislation that provides employer

with same tax treatment for pay-

ment of health expense coverage

whether this is provided by direct

coverage for employee or by a fi-

nancial contribution to employee

selected and purchased coverage.

4) Individual’s rightto receive same
tax treatment for individually pur-

chased coverage, contributions

toward employer provided cover-

age, and complete employer pro-

vided coverage. 5) Preference for

replacement of the present exclu-

sion from taxable income to a tax

credit for an individual equal to a

percent of the total health expense

coverage up to a “cap” to discour-

age over-insurance. 6) Strong tax

incentive to encourage individuals

to obtain coverage providing a

tion. 7) Safeguards such as a

voucher system to protect against

abuse of employer contributions to

employee for unintended uses. 8)

Support of legislation requiring use

of community rating.

CMS Report 10: Separate Sources

of Funding and Administration for

Medicare Parts A and B. Supports

elimination of separate funding for

Medicare Parts A and B to allow

cost-sharing into a single deduct-

ible and combining the program

administration of Part Aand B. This

will not change separate payment
methods for physicians, hospitals

and other providers.

Board of Trustees Report 19: Medi-

care GuidelinesforAmbulatory Sur-

gical Centers. Reviews of the crite-

ria for coverage of procedures per-

formed at ASC’s and find that ASC’s

areatan unfairdisadvantage. Calls

for AMA to 1) encourage HCFA to

reexamine its criteria and proce-

dures requiring an OR without an

inpatient stay, and 2) develop model

legislation to achieve parity in cov-

erage between hospital outpatient

surgery departments and ASC’s.

CMS Report 5: Medicare Patient

Co-payment for Outpatient proce-

dures. Recommendations ap-

proved by the House 1) Endorses

concept that Medicare beneficia-

ries be protected from co-insurance

liability that varies widely for the

same procedure depending on

where it is performed, i.e., hospital

versus outpatient facility; 2) through

its participation in Medicare pay-

ment advisory commission, that

AMA urge HCFA to more quickly

reduce Medicare beneficiaries’ dis-

proportionate co-insurance obliga-

tion for hospital outpatient services;

3) that AMA encourage HCFA and

consumer groups to inform Medi-

care beneficiaries of the present

difference in co-insurance obliga-

tions between different types of

outpatient facilities whereas to fa-

cilitate informed choice of care.
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CMS Report 7; Advanced Benefi-

ciary Notices for Laboratory Tests.

Recognizes that elimination of

ABN’s is unlikely without legislative

change due to existing Medicare

law. However, the forthcoming

negotiated rule-making process

provides a major opportunity to

establish clear and straightforward

Medicare coverage policies and
claims processing procedures for

clinical lab tests. Recommenda-
tions adopted by the House directs

AMA 1 ) to seek a formal role in the

negotiated role-making process to

insure that it establishes clear poli-

cies on coverage coding, documen-
tation and payment for clinical lab

tests so that the use of ABN’s are

sharply curtailed; 2) to encourage

HCFA to utilize the term “coverage"

in place of “medical necessity” for

ABN’s; 3) to urge HCFA to discour-

age labs from collecting informa-

tion from patient’s medical records

for documenting necessity, and
encourage HCFA to publish its list

of covered lab tests on its world

wide web site.

Board of Trustees Report 7; The
Medicare Physician Payment
Schedule. Provides an update on

key Medicare physician payment
issues resulting from the Balanced

Budget Act explaining impact of the

move to a single conversion factor,

establishment of a sustainable

growth rate (SGR) target and Re-

source Base Practice Expense
Relative Value. Board recommen-
dations approved by the House in-

cluded several legislative rem-

edies to address problems with

the new SGR system stipulating an

increase in the targeted growth rate

to GDP plus 2%. The AMA should

also continue to vigorously monitor

the development and refinement of

the new practice expense values;

work with HCFA and specialty soci-

eties to address methodological

problems as they arise, and work to

ensure that these and other pay-

ment changes do not impair physi-

cians ability to provide high quality

care to Medicare beneficiaries.

Appropriate Payment Level Differ-

ence bv Place and Type of Service.

Calls for the AMA to encourage

HCFA to adopt a single facility pay-

ment schedule for hospital outpa-

tient departments and ambulatory

surgical centers; and to adopt poli-

cies that fairly reimburse physi-

cians for office based procedures.

Directs AMA to conduct a) compre-

hensive study of payment level dif-

ferences dependent on place and

type of service b) a study of existing

and proposed regulations affect-

ing payments ASC’s to assure that

HCFA has adopted sound actuarial

methodologies c) study and pro-

mote mechanisms that insure

safety of patients undergoing pro-

cedures in the office setting. AMA to

support lobbying efforts for needed
changes in the Balanced Budget

Act to ensure a fair rate of reim-

bursement for ASC’s.

Data Used to Determine Practice

Expense. Directs AMA provide ad-

equate resources to expand and

improve the Socioeconomic Moni-

toring System (SMS) to create a

more appropriate source of data for

practice expense values. AMA to

advocate that HCFA seriously con-

siderall forthcoming additional data

by the improved SMS process and

national specialty actual practice

expense data throughout the tran-

sition period on specialty proce-

dure expenses.

Medicare Provider Enrollment

Regulations and Application Form.

RequestsAMA and HCFA to under-

take a comprehensive revision of

the regulations and procedures

used to enroll physicians as Medi-

care providers in the interest of re-

ducing the time, expense and in-

convenience in securing a Medi-

care provider number.

Fixed Reimbursement to Physi-

cians for laboratory Services. Calls

fortheAMA to evaluate appropriate-

ness of supporting a fixed payment
to physicians for interpretation and

administrative services for various

procedures, such as lab tests,

EKG’s, PFT’s and x-rays.

Standardized EOB Form. Favors

use of a standardized EOB form for

all third party payers, public and

private; and directs theAMA to work

with health Insurance Association

of America and individual payers in

the development of this form.

Changes in COBRA Federal Regu-

lations. AMA to urge Congress to

change existing law to allow CO-
BRA coverage for employed se-

niors changing their employment
irrespective of Medicare eligibility

and seek elimination of the 90 day

waiting period for Medicare Part B.

Out-of-State Medicaid Patients.

AMA to encourage HCFA to pro-

pose regulation prohibiting state

Medicaid programs from requiring

physicians to be credentialed in the

patient’s state of residency.

Revision of Medicare’s Physician

Audit Process. Calls for the AMA to

work with U.S. Congress and HCFA
to insure any audits required by

Medicare to be conducted by ap-

propriately trained and qualified

persons using reasonable policies

and procedures; that physician

audit findings be primarily targeted

to educating physicians concern-

ing deficiencies in claims and bill-

ing processes; that audit findings

be referred to appropriate specialty

peer review committees and reme-

dial education be offered before

any sanctions or legal actions

taken.
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is helping to

improve the

image of

mammography.

St. Francis Hospital is proud to have been

chosen as the first hospital on the East Coast

to offer ImageChecker™ screening technology.

ImageChecker is a computer-aided detection

system that highlights specific characteristics

in a mammogram for additional study after

a radiologist’s initial review. ImageChecker

assists radiologists by minimizing the

possibility of false negative readings during

the review of x-ray and other diagnostic

imaging modalities.

With ImageChecker, once a radiologist

finishes reading a standard mammogram, the

x-ray is fed into a scanner where it is converted

into digital computer signals. The system

marks the image on monitors with triangles

for “regions suggestive of microcalcification

clusters” or asterisks for each “region of

increased density suggestive of mass” if either

is present. Designed and developed by

R2 Technology, Inc., of Los Altos, Ca.,

the ImageChecker Ml 000 is the first device

of its kind to be approved by a Food and

Drug Administration advisory panel.

For more information, please call our

Radiology Department at (302) 421-4310.

i CATHOLIC HEALTH
' INITIATIVES

St. Francis

Healthcare Services
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INFORMATION FOR
ADVERTISERS

The Delaware Medical Journal is a monthly publica-

tion of the Medical Society of Delaware. The Journal

reaches approximately 80 percent of the state's phy-

sicians, as well as medical libraries, and hospitals; its

circulation is approximately 1,630.

Full-, half- and quarter-page advertisements are

accepted. Half- and quarter-page ads may be either

vertical or horizontal. The Journal can provide such

services as four-color or matched color ads; camera

work (halftones, line shots); and typesetting.

Closing for space reservations is the first of the

month, two months prior to publication. Closing for

materials is the first of the month, one month prior

to publication.

All advertisements are subject to approval by the

Publications Committee of the Medical Society of

Delaware.

For a media kit or for more information, call Kristine

Riccardino at 302-658-7596 or 800-348-6800 (Kent or

Sussex Counties).
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The Optimum
Referral Option

The Arbors at New Castle

Subacute and Rehabilitation

Center is a 120-bed Center

specializing in providing the

area's finest subacute,

rehabilitation and basic

healthcare services.

In todays cost conscious
J

environment, healthcare

roviders are increasingly

eing asked to produce

optimal medical results at

minimal costs. That's

precisely what the Arbors

at New Castle is designed,

staffed and equipped to do.

When combined with

our physician-driven

mterdisciplinarv team
approach to delivering

care, our subacute care helps

high acuity patients recover

quickly, at costs that are

30-60% less than comparable

care in an acute care setting.

In addition to our basic

healthcare sendees, we
provide care through

specialized subacute

programs in the areas of:

A Respiratory

A Medical Rehabilitation

A Digestive Diseases

A Cardiac Recovery

A Infusion Therapy

A Wound Care

For more information

and a copy of our video

call 328-2580.

ARBOR
ARBORS AT NEW CASTLE

Subacute and Rehabilitation Center

32 Buena Vista Drive

New Castle, DE 19720

(302) 328-2580



Papastavros’ Associates Medical Imaging,LLC

Committed. . . To you and your patients!

R* -J)j maintaining a leadership role in the deliv-

ery of high-quality healthcare, Papastavros’

Associates Medical Imaging,LLC

provides a full spectrum of quality, state-of-

the-art diagnostic' imaging services in a caring

and comfortable environment.

Imaging services provided include:

• Dual Energy Bone

Densitometery

Nuclear Medicine

• Spect Thallium/

Cardiolite

• Scintmammography

• X-Ray

• M R I scanning

/Open Scanning

• Ultrasound,

including Cardiac

• Spiral C.T. Scan

• Mammography/

Core Biopsy

// '•

"

ur Women’s Centers are designed to address

the health care needs of all women:

• Mammography services provided by a staff of

highly trained technicians and dedicated

professionals.

® OB and breast sonography, echocardiography,

cardiac stress and doppler scans.

• Stereotactic breast biopsy, the latest

technological advance in breast cancer detection.

• Dual Energy Bone Densitometry to detect and

monitor osteoporosis comfortably, quickly,

safely and precisely

Papastavros’

Associates

MEDJCAL

We’re there where you need us!

w, are pleased to welcome new

facilities in Milford, Lewes and

Glasgow. Full service imaging includ-

ing a technically advanced “Open”

MRI for claustrophobic, pediatric, and

handicapped patients is now available

at our office in the Glasgow

Medical Center.

• Wilmington

1701 Augustine Cut-Off

Suite, 100, Bldg. IV

Wilmington, DE 19803

(302) 652-3016

• Glasgow

2600 Summit Bridge Road,

Suite 122

Glasgow, DE 19702

(302) 832-5590

• Newark
40 Polly Drummond Hill Road,

Suite 100, Bldg.4,

Newark, DE 19711

(302) 737-5990

• Healthcare Center at Christiana,

200 Hygeia Drive,

Newark, DE 19702

(302) 421-2121

Other Convenient Locations:
1508 Pennsylvania Avenue [302] 655-4042

2700 Silverside Road [302] 478-1 100

1805 Foulk Road Suite 1 [302] 475-8036

420 Christiana Medical Center [302] 368-3959

1320 Philadelphia Pike [302] 792-2529

1941 Limestone Road [302] 633-9873

702 Delaware Street, New Castle [302] 328-1502

Omega Professional Center [302] 738-5500

5317 Limestone Road [302] 239-9415

550 Stanton-Christiana Road (302) 633-9910

314 E. Main St., Newark, (302) 455-0775

111 Railroad Ave. Elkton, MD (410) 392-6155

556 S. DuPont Hwy, Milford, (302) 424-4163

1539 Savannah Rd., Lewes (302) 655-2590
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Mmimity Imaging 0ntei
a division ofDelaware Diagnostic Services, Inc

Meeting Your Medical Imaging Needs
Limestone Medical Center
1941 Limestone Road, Suite 214
Wilmington, DE 19808

Telephone: (302) 892-6200
Fax: (302) 892-6206
Internet: www.limestonemed.com

David S. Grubbs, M.D., FACC, FACP
Medical Director

Frank DiGregorio, CNMT, RDMS
Director ofDiagnostic Imaging

Community Imaging Center Offers:

Therapy
1-131 Thyroid Ablation

Cardiology
Cardiovascular Stress Test

2-D Echocardiogram
ECG
Holter Monitor

Loop Monitor
Signal Averaged ECG

Pelvic

Retroperitoneal

Testicular

Thyroid
Transvaginal

Vascular Ultrasound
Arterial Duplex Scan
Carotid Duplex
Venous Duplex Scan

Ultrasound
Abdominal
Breast

Extremity
Obstetrical

Nuclear Medicine
Abcess Localization

Brain Scan
Bone Scan

Breast Imaging (Miriluma)

First Pass

Gastric Emptying Scan

Gastrointestinal (GI) Bleed Scan
Gated Blood Pool (MUGA) Scan
Hepatobilary (HIDA) Scan
Liver and Spleen Scan
Lung Scan
Meckel’s Scan
SPECT Myocardial Perfusion Scan

(Cardiolite or Thallium)

Parathyroid Scan

Renal Scan
Testicular Scan
Thyroid Carcinoma Metastases

Imaging
Thyroid Scan
Tumor Localization

Offering imaging with:

Cardiolite iMPmssimr

Prompt, courteous service • Test results available in 24 hours or less • Allpositive tests called andfaxed

Limestone
Medical Center

1941 Limestone Road
Wilmington, DE 19808

(302) 992-0500

Medical Aid Unit

Laboratory

X-Ray
Ambulatory Surgery

Community Imaging Center

(302) 892-6200

Nuclear Medicine
Ultrasound

Cardiology

Therapy

Mill Creek
Medical Center

4512 Kirkwood Highway
Wilmington, DE 19808

(302) 683-0123

Laboratory
X-Ray

I



mtmityJmaging (2nter

ARE YOUR FEMALE PATIENTS GETTING THE BEST
POSSIBLE MYOCARDIAL PERFUSION TESTS?

JACC VOL. 29, No. 1

(Journal American College of Cardiology)

JANUARY 1997:69-77

“Comparative Diagnostic Accuracy of Tl-201 and Tc-99m Sestamibi SPECT Imaging (Perfusion and

ECG-Gated SPECT) in Detecting Coronary Artery Disease in Women”

Conclusions: Thallium-201 and Tc-99m Sestamibi myocardial perfusion scintigraphic studies have

similar sensitivities in the detection ofCAD in women. However, the specificity of Tc-99m Sestamibi is

significantly higher than that of Tl-201. This specificity is further enhanced by the use of ECG-Gated

SPECT Tc-99m Sestamibi imaging.

Community Imaging Center was the f|rst lab in Wilmington to routinely

perform ECG-Gated SPECT using Tc-99m Sestamibi (CARDIOLITE)™
on all patients. ECG-Gated SPECT provides perfusion, wall motion and

Ejection Fraction in one study.

HERE IS WHAT OUR PATIENTS HAVE TO SAY ABOUT US

“Last Friday, I had a Cardiolite stress test at your facility. This could have been an

awkward and unpleasant experience; but due to the professionalism and courtesy

exhibited by the employees of your Center, I felt comfortable and reassured. Please

accept my thank you and gratitude. I will pass my opinion on to my doctor (...) and

remain sincerely (...)”.

• Prompt, courteous service • Test results available in 24 hours or less • All positive tests called and faxed

We participate with virtually all insurance carriers

Phone: 302-892-6200 Fax 302-892-6206 Internet: www.limestonemed.com
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INSTRUCTIONS TO AUTHORS

The Delaware Medical Journal (DMJ) is owned and published

by the Medical Society of Delaware as a medium of

communication, education and expression for its members,

and also for others striving for excellence in medical practice.

Articles in the DMJ are intended to be scientific and

educational and are not intended to reflect standards of

medical care. All material published is under copyright. On
receipt of material submitted for publication, a suitable

release form will be sent for signature by all authors.

Scientific articles on medical matters are especially

welcomed, including case reports, clinical experiences,

observations and information on matters relevant to

medical practice. Other material may also be accepted if the

editorial staff deems it of interest to DMJ readers. All

submissions should include a briefsummary and a brief (one

to two sentence) biographical sketch of all authors.

It is highly recommended that authors familiarize

themselves with DMJ style before submitting manuscripts

for consideration.

All material for publication should be submitted on a 3 1/2"

computer diskette in WordPerfect 6.0 or Word 6.0. A
printout of the manuscript must accompany the disk.

Manuscripts may also be submitted in paper form (typed or

printed out on good-quality paper - one side only, double-

spaced, one-inch margins), though computer disk is

preferable. The ideal manuscript length is two to 12 pages

with up to 12 references, each keyed with superscripts in the

text in the order cited. The format should follow that used in

the Index Medicus. Authors are responsible for the accuracy of

the citations.

Graphs, charts and black-and-white glossy photographs are

accepted if important to the understanding of the text, but

should not exceed four or five pieces. Each should have a label

affixed on its back indicating its name, number, and “top.” A
separate legend should be provided for each. Do not write on

the back, or scratch or mar them using paper clips. Do not

mount them on cardboard.

Photos of patients should generally be taken in a way that

obscures the patient’s identity. Photos in which a patient’s

face must be clearly seen, however, must be accompanied by

signed release forms.
1 I

All manuscripts are reviewed by the editor and all scientific

articles are then sent for peer review by members of the

Editorial Board and/or other appropriate physicians. The

usual processing time to publication is two to four months,

though in some circumstances this may be longer or shorter.
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A PHYSICAL

CHECK UP IS

IMPORTANT.

SO IS AN
INSURANCE
CHECK UP

When a patient tells you, “I can’t take the time for a check up,” your response
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MSD 1998: A Vintage Year

The 1998 MSD year concludes this month, and as

I reflect, I believe our Society can be proud of the

numerous accomplishments gained by the dedi-

cated efforts ofour membership, trustees, officers

and staff. As expected, the Society was challenged

from numerous directions by the changing health

care system and needs ofour profession. I beheve

these challenges have been met this year with

decisive action and planning that have set the fu-

ture foundation and direction for our Society.

MSD can claim an outstanding year of achieve-

ment in the following areas:

State Legislation and Regulation

Long Range Planning

NationalAMA Leadership

Member Service Subsidiary Development

Communications

Physicians Advocate Program

Young Physicians Section Development

Staffand Facility Development

Please review the details of these areas ofaccom-

plishment in the Society’s 1998 Annual Report*

and my 1998 Report of the President.

I end my term as your president as I started, opti-

mistic that our Society is positioned to assist in

the challenges ofour great profession, and grate-

ful and honored that I could serve you and our

profession. The Society will be invigorated in 1999

under the able leadership of President Martin

Begley, M.D. Much unfinished work and new pro-

fessional challenges remain, and your continued

support and participation in MSD are essential.

I thank my fellow officers, trustees, Society mem-
bers, and MSD staff in supporting my efforts this

year and look forward to the privilege of serving

MSD in the years to come.

Like a vintage wine, the sweet fruits of our 1998

labors are now bottled, only to evolve into more

mature and substantial results in the years ahead.

Best Regards,

Stephen S. Grubbs, M.D

President

* To appear in the January 1999 and February 1999 issues of the Delaware Medical Journal.
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SCIENTIFIC ARTICLE

Mass Ingestion of Jimson Weed
by Eleven Teenagers

J. Tiongson, M.D. — P. Salen, M.D.

Jimson Weed is a naturally occurring plant which is commonly ingested for its hallucinogenic

properties. This paper is a case report summarizing 1 1 cases of patients, ages 1 3-21 years,

who presented to our emergency department following oral ingestion of large quantities of

Jimson Weed pods and seeds.

Toxicity following ingestion is due to an atropine-containing alkaloid contained throughout the

plant and concentrated in the seeds. Signs and symptoms ranged from asymptomatic
mydriasis and tachycardia to severe agitation, disorientation, and hallucinations. Nine of the

eleven patients were admitted for observation. There were no deaths associated with these
ingestions and none of the patients required physostigmine for reversal of severe anticho-

linergic symptoms.

This paper also includes an historical overview of Jimson Weed, its physiologic effects, the

epidemiological data, and a treatment summary.

INTRODUCTION

JimsonWeed is a naturally occurringplant which
is commonly ingested or smoked as a recreational

hallucinogen. In September of 1997, our emer-
gency department received 11 patients from a

nearbycommunitywho had ingested large amounts
ofJimsonpods and seeds over approximately a four
hour time period. These cases are unique in the

literature comprising the largest reported mass
ingestion byyoung people presenting to the emer-

gency department over a short time period.

CASE SUMMARIES

Eleven patients presented to our emergency de-

partment over a four hour time period in Septem-
ber of 1997. Reportedly, all 11 patients knew each

Both authors work in the Emergency Room at Christiana

Care Health Systems.

otherfrom school. Ages ranged from 13 to 21 years

old, but the majority ofpatients were between 14

and 16 years old.

Initial symptoms varied from asymptomatic to

severe agitation and delirium. All ofthe patients

reported they had eaten the entire seed pods

ranging from one pod to four-and-a-half pods.

They were divided amongeight females and three

males. Nine ofthe 11 received oral or nasogastric

lavage and charcoal. Two patients were asymp-
tomatic and received neither lavage or charcoal.

These patients and their families were unaware of

any symptoms or strange behavior but did come in

to be checked after police informed them how sick

some ofthe others were.

Tenofthe 11 were hallucinating on presentation.

Several of the patients reported seeing bugs all

over themselves and the room, others were simply

disoriented to person, place, or time, and babbling

incoherently (Table 1).
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Table 1 . Patient demographics, key characteristics, and ED disposition.

Patient Age Gender Seeds Pulse Mydriasis Hallucin-
ating

Key
Symptoms

Treatment Restraint
Needed

Outcome

1 14 F 1 Pod 92 Yes Yes Disoriented ogl/Charcoal No Admitted

2 17 M 1 Pod 180 Yes Yes Agitated ngl/Charcoal Yes Admitted

3 13 F 2 Pods 120 Yes Yes Agitated ngl/Charcoal Yes Admitted

4 14 F 1 Pod 120 Yes Yes Agitated ngl/Charcoal Yes Admitted

5 16 M 4 Pods 110 Yes Yes Agitated ngl/Charcoal Yes Admitted

6 14 F 4 Pods 120 Yes Yes Agitated ngl/Charcoal Yes Admitted

7 16 F 1 Pod 130 Yes Yes Calm Charcoal No Admitted

8 15 M 1 Pod 130 Yes Yes Agitated ngl/Charcoal Yes Admitted

9 21 F 2 Pods 140 Yes Yes Calm Charcoal No Admitted

10 16 F 1 Pod 135 Yes No Calm ngl/Charcoal No Discharged

11 14 F 2 Pods 130 Yes Yes Calm Charcoal No Discharged

Note: ogl - orogastric lavage

ngl - nasogastric lavage

DATURA STRAMONIUM, JIMSON WEED

Jimson Weed, or Datura stramonium, is a large

erect plant with flat, broad leaves, with pointed

edges. When flowering, it has white or purple

funnel-shaped flowers. Its most distinctive fea-

ture is the seed bearing fruit, which is round to

oval, dark green, and covered with long, sharp

spines (Figure 1). Each fruit, or pod, is septate

inside with four compartments and may contain

approximately 100 seeds in total. The seeds are

approximately three to six millimeters in diam-

eter and are dark yellow to brown in color, very

similar in appearance to tomato seeds.

Datura stramonium is a very successfulplant and

is found throughout the world. In this country it

is generally considered an undesirable weed; how-

ever in several countries it is cultivated in decora-

tive gardens because of its distinctive flowers.

Jimson Weed is ubiquitous in the United States

andcan be found growing wild along roadsides, in

ditches, or in any vegetated area. Its average

height at maturity is one to one-and-a-halfmeters.

Because it is so widespread, it is not feasible to

declare it illegal in the United States to possess or

ingest JimsonWeed despite its potentially harm-

ful effects.

Throughout the world Datura stramonium is

known by various names. Jimson Weed is also

known as “Stinkweed”, “Locoweed”, “Devil’s Trum-

pet’, “Tolguacha”, “Apple ofPeru”, “Thorn Apple”,

“Asthma Cigarettes”, and “Jamestown Weed”.

The name has been abbreviated over time from

Jamestown Weed to Jimson Weed. In 1676,

British Soldiers in Jamestown, Virginia inadvert-

ently prepared a mealfrom the plant and suffered

from its toxicity for several days. Reports in the

medical literature became more frequent during

the mid 1960s in this country in association with

the widespread use ofmood-altering substances

during that time period. Sporadic use by teenag-

ers has also been documented. 1,2 However, it is

likely that the use of Datura stramonium dates

back to ancient times. Litzinger reports evidence

on ancient ceramics with prominent depictions of

the seed pods. 3

Datura stramonium can be ingested in numerous

ways. Most commonly the plant leaves, pods, or

seeds are ingested orally. There are case reports

of toxicity secondary to inhaling near the intact

plant. Datura stramonium leaves and stems have

been dried and rolled into cigarettes which have

been reported to have beneficial effects on asthma

hence the name “asthma cigarettes.” Jimson
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Figure 1 . Jimson Weed Pod and Seeds

Weed toxicity has even been reported to occur from

contaminated hamburger meat. 4 Toxicity follow-

ing ingestion is caused by an atropine-containing

alkaloid which is present in all portions of the

plant. The seeds contain the highest concentra-

tion of atropine with 100 seeds containing about

six milligrams of atropine. Symptoms consist of

the classic anticholinergic toxidrome character-

ized by tachycardia, mydriasis, decreased bowel

sounds, dry flushed skin, urinary retention, and
hallucinations. This toxidrome can be conve-

niently recalled as “mad as a hatter, dry as a bone,

blind as a bat, red as a beet, and hot as Hades.”

MMWR data collected from the American Associa-
tion ofPoison Control Centers indicates a total of

94,725 poisonings in 1993 associated with toxic

plants. JimsonWeed accounted for 3 18 cases. The
most commonly reported plants are Philoden-

drons, Pepper, Dumb cane, and Poinsettias.

Jimsonweed poisoning tends to occur sporadically

and may increase following broadcast reports or

pressreleases. 5 Jimson Weed is not among the 20

mostcommon plant poisonings.

Prognosis following large ingestion is quite good,

usually requiring supportive care only. 2 6 There

are very few isolated fatalities re-

ported followingJimsonWeed inges-

tion, mainly attributable to danger-
ous behavior in delirious patients. 7

TREATMENT OF JIMSON WEED
INTOXICATION

General Principles of Treating an
Intoxication

The management of the poison vic-

tim involves addressing the four fol-

lowing issues: resuscitation and sta-

bilization, diagnosis, nonspecific

therapy, and specific therapy. 8 Re-

suscitation and stabilization involve

stabilizing airway, breathing, and
circulation. The physician exam-
ines the patient’s history, physical

examination, and laboratory data in

diagnosing a poisoning and judging
its severity, particularly in the patient with al-

tered mental status. Nonspecific therapy, such as

glucose or naloxone which should be considered in

all cases ofaltered mental status, aims at treating

common metabolic disorders, such as hypoglyce-

mia or opioid overdosage, that can result from or

contribute to a patient’s poisoning. Specific therapy

provides a particular antidote, if there is one,

targeted at the intoxicant in order to reverse or

treat the poisoned patient.

Treatment of an Anticholinergic Intoxication

JimsonWeed ingestion results in one ofthe purest

anticholinergic syndromes. General treatment of

anticholinergic syndrome mandates consideration

ofthe broader differential diagnoses ofthe acutely

agitated, febrile, orcomatose patient because many
cases of anticholinergic poisoning in the emer-

gency department have no history of exposure.

After the basics ofairway, breathing, and circula-

tion have been addressed, attention should focus

on treatment specifics of an anticholinergic poi-

soning: hyperthermia, volume resuscitation, drug

removal, and degree of agitation.

Because patients with significant anticholinergic

intoxications can get “as hot as Hades,” their

Del Med Jrl, November 1 998, Vol 70 No 1
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temperatures should be measured with a flexible

rectalprobe. Undetected or untreated hyperther-

mia can result in death. Antipyretic agents, such

as acetaminophen, and simple cooling blankets

may be ineffective in this setting. Aggressive

temperature reduction with evaporative cooling

with water and fans is the best method.8 These

measures should be considered for core tempera-

tures greater than 39.0 degrees Celsius.

In part due to the hyperthermia and also because

of the anticholinergic agitation, many of these

patients are as “dry as a bone.” Vigorous volume
resuscitation with crystalloid fluids should be

carried out. A Foley catheter should be placed to

treat the customary urinary retention ofan anti-

cholinergic overdose and to monitor response to

intravenous fluids because the pulse rate in this

setting is an unreliable indicator of volume sta-

tus.8

Anticholinergic-induced agitation shouldbe con-

trolled with intravenous benzodiazepines. An
important reason for pharmacological interven-

tion in the agitated patient is prevention ofsevere

hyperthermia or rhabdomyolysis from agitation-

induced muscle injury.8 Benzodiazepines are also

efficacious because they reduce the possibility of

seizure. When benzodiazepines are usedto treat

patients who are seizing or in danger of hurting

themselves through inappropriate behavior, the

benzodiazepine chosen should be one that pen-

etrates the blood-brain barrier quickly, such as

midazolam. Ifthe benzodiazepine is beingused to

sedate a hallucinating patient in four-point re-

straints, a longer acting benzodiazepine, such as

lorazepam, should be used so the sedative effect

persists. In the setting ofanticholinergic induced

agitation orhyperthermia, physicalrestraint alone

canbe detrimental. However, the judicious use of

four-point restraints in conjunction withbenzodi-

azepines should be considered to preventpatients

from harming themselves or their health care

providers. Phenothiazines and butyrophenones,

other classes ofagents frequently given to agitated

patient, should not be used in anticholinergic

poisonings because ofthe risk ofworsening anti-

cholinergic symptoms.8 Ofthe patients noted in

this case report who were actively hallucinating

and exhibiting behavior making them difficult to

care for, all were adequately controlled simply

with the use of benzodiazepines and four-point

restraints.

Drug Removal
Early gastric emptying should be considered for

large anticholinergic agent ingestion. Since adults

have a low risk ofseizure and aspiration following

the ingestion of a purely anticholinergic sub-

stance, lavage may be considered in the initially

asymptomatic adult. Gastric lavage should be

accomplished regardless ofthe time ofingestion in

intubated patients who are comatose following

large ingestions. In most agitated patients, the

risks oflarge bore gastric lavage are greater than

the potential benefits. Activated charcoal has

been studied and shown to effectively bind differ-

ent anticholinergic agents such as tricyclic anti-

depressants and phenothiazines. It is the main-

stay of decontamination therapy and should be

mixed with water and given in repeated doses

until the clinical resolution oftoxicity . Deereased

gastrointestinal motility iscommon in anticholin-

ergic overdose, and repeated oral therapy may
occasionally cause gastric distension and aspira-

tion in the unintubated patient. In most cases,

avoidance of cathartics and administration of

enemas willprevent significant abdominal disten-

sion from occurring and allow repeated adminis-

tration ofactivated charcoal. 8

Use of Physostigmine

JimsonWeed intoxication constitutes one of the

most specific indications for physostigmine

therapy.9 Physostigmine is an anticholinest-

erase, which inhibits the enzyme cholinesterase.

Cholinesterase breaks down acetylcholine at the

neuroreceptor junction. By inhibiting this en-

zyme, physostigmine increases levels ofacetylcho-

line. The increase of acetylcholine overrides the

competitive blocking effect of atropine. Impor-

tantly, physostigmine crosses the blood-brain bar-

rier allowing it to reverse the central nervous

system manifestations ofanticholinergic syndrome

such as hallucinations.

The dose of physostigmine is one to two milli-

grams, usually diluted in ten milliliters ofnormal
saline, givenintravenously overtwo minutes. For

pediatric patients, the dosage is halved. The dose
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can be repeated in 20 minutes ifno clinical effect

is observed. 9 The half-life of physostigmine is

short, approximately 30 minutes, and seriously ill

patients may require repeat doses. Therefore, a

response to physostigmine does not obviate the

need for intensive monitoring and care.

The use ofphysostigmine can result in complica-

tions. Because physostigmine acts to increase

levels ofacetylcholine, itcan precipitate a cholin-

ergic crisis. Symptoms of cholinergic crises are:

bradycardia, heartblock, asystole, salivation, bron-

chorrhea, emesis, urination, defecation, and sei-

zures. 9 If serious cholinergic side effects from

physostigmine are observed, they maybe treated

with atropine in doses one-halfthat ofthe admin-

isteredphysostigmine dose. Physostigmine should

not be used routinely as a general antidote for

suspected anticholinergic overdoses, particularly

in the setting of a tricyclic antidepressant over-

dose, or as a diagnostic agent to prove anticholin-

ergic overdosage . Its action may be unreliable in

a polydrug overdose

.

9 Relative contraindications

to physostigmine are asthma, gangrene, mechani-

cal obstruction of the gastrointestinal or geni-

tourinary systems, glaucoma, and a history of

cardiovascular disease. The potential for these

complications explains the controversialnature of

this compound as an antidote.

Physostigmine can rapidly reverse a serious anti-

cholinergic crises. The benefits of reversing an

anticholinergic syndrome mustbe weighed against
the potential complications ofphysostigmine. In

general, patients with severe centralorperipheral

anticholinergic signs such as hyperpyrexia, dys-

rhythmia, coma, seizures, or hypertension war-

rant a trial ofphysostigmine. Another indication

forphysostigmine is the presence ofsevere hallu-

cinations that make appropriate clinical manage-

ment difficult. Administration ofphysostigmine

has also been suggested in cases in which ady-

namic ileus prevents repeated administration of

activated charcoal. 9 Several ofthe patients noted

in the case discussion had anticholinergic intoxi-

cations severe enough to manifest consideration of

physostigmine. Though they were difficult to

manage secondary to anticholinergic induced agi-

tation and hallucinations, there was no evidence of

airway compromise andbenzodiazepine sedation

in conjunction with four-point restraints were
enough to permit medical care. Therefore, these

cases illustrate thateven relatively large Jim son

Weed ingestion with toxicity ofsevere hallucina-

tions do not necessarily require physostigmine.

Patients who can be adequately managed and
supported with standard medical measures, such
as mild sedation and physical restraints, should

not be treated with physostigmine. Physostig-

mine should only be usedwhen there are definite

anticholinergic effects with serious or life-threat-

eningcomplications.

Perhaps the most controversial use ofphysostig-

mine is as a diagnostic agent. Some toxicologists

advocate its use in the setting of a strongly sus-

pected severe anticholinergic overdose to confirm

diagnosis in order to more appropriately focus

latermanagement ofthe patient. 10 Conversely, as

long as the basics ofairway, breathing, and circu-

lation are supported appropriately, absolute diag-

nosis of an anticholinergic overdose should not

alter long term mortality.

Disposition

The disposition ofpatients depends on the severity

ofintoxication. Patients with mild symptoms and
no hallucinations may be observed in the emer-

gency department for four to six hours and re-

leased when stable. Most patients require admis-

sion to the hospital for one to two days because of

a persistent anticholinergic toxidrome, most nota-

bly for hallucinosis. Symptoms usually resolve

within one to two days but have been reported to

last as long as one to two weeks. 11 Complications

or deaths from Jimson Weed are rare provided

patients with hallucinosis or other forms ofaltered

mental status are not allowed to hurt themselves

inadvertently. In fact, even those patients with

coma and decerebrate posturing have recovered

quickly and without sequelae providing basic life

support measures have been started. 9
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CONCLUSION

Datura stramonium orJimsonWeed has become
a relatively common ingestion in this country. It

may be orally ingested or smoked and is a potent

hallucinogen. Its toxicity is a result of its action

on acetylcholine receptors causing the classic

anticholinergic toxidrome referred to as “mad as a

hatter, dry as a bone, blind as a bat, red as a beet,

and hot as Hades.”

All 11 patients in this case report ingested rela-

tively large quantities ofDatura plant and exhib-

ited a broad range ofovert toxicity. Onset ofsigns
and symptom ranged from three to eight hours.

Signs and symptoms ranged from asymptomatic

mydriasis and tachycardia to wild hallucinations

and agitation. Although the majority ofpatients

were admitted for observation, none of our pa-

tients required physostigmine and allwere man-
aged with supportive care. There were no deaths
associated.

These cases are unique in the literature compris-

ing the largest reported mass ingestion by young
people presenting to the emergency department
over a short time period.

Clinicians shouldbe aware ofthiswidely available

toxic substance. Daturastramonium can produce
wide variations in the toxic response. Most cases

can be appropriately managed with supportive

care including sedation, cardiovascular monitor-

ing, and activated charcoal.
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COMPUTERS AND MEDICINE

Complementary or Alternative

Medicine and the Internet

Brett Elliott, M.D. — Gwendolyn Elliott, M.L.S.

Complementary or Alternative Medicine (CAM) is being used
with increasing frequency in the United States. This paper

describes what CAM is, and catalogues mainstream medical

Web sites. These online resources contain extensive informa-

tion on CAM, and will provide a means to stay current with this

sometimes-new yet often ancient area of medicine.

INTRODUCTION

In the United States, complementary or alterna-

tive medicine (CAM) has become a phrase encom-

passing a wide spectrum ofpreventive care activi-

ties andremedies. In the broadest sense, CAM can

be defined as simply including treatment or pre-

ventative modahties which are considered outside

the scope ofconventional, western medicine. Part

of CAM is holistic whereby the practitioner em-

phasizes the spiritual and emotional aspects ofthe

patient’s problem. When substances are used in

CAM, they tend to be natural complex mixtures,

as opposed to pure andwell-definedpharmacologi-

cal agents as in western medicine. If standard

drugs or vitamins are used in the framework of

Brett Elliott, M.D., is a practicing ophthalmologist and part-time JCAHO
surveyor. He is a member of the West Virginia Medical Institute Board

of Trustees and the Medical Society of Delaware.

Gwendolyn Elliott, M.L.S., is a Medical Librarian at Bayhealth Medical

Center, Milford Memorial Hospital, Milford, Delaware

CAM, the dose will be either homeopathic, a

megadose, or the drug will be used for a non-

approved purpose. Some CAM principles are

consistent with biological and pharmacological

processes as taught in western medical schools;

however many CAM treatment modalities lack

scientific validity or rigorous proof of clinical

efficacy.

HistoricallyCAM was not generally taught in our

medical schools, rarely if ever used in our hospi-

tals, and until recently, it was not reimbursed by

insurance. In most critical pathways and practice

guidelines CAM is not used. This is changing.

CAM has begun to establish a presence in US
Medical Schools and Family Practice Residencies,

and currently the instruction is predominantly

elective .

1 Certain CAM modalities such as thera-

peutic touch are starting to be used in our hospi-

tals. Patients are using CAM more and more for

both preventative and curative goals. Some use

these therapies in place of conventional treat-
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ments, and at times, patients and practitioners

will use them in conjunction with conventional

management.

In 1993 an estimated sixty million Americans
used some form ofCAM. 2 As some CAM prepara-

tionscan be pharmacologically active and increas-

ing numbers of patients are using CAM, it is

important for mainstream medicine to be familiar

with this growing area ofhealth care . Two sources

of information about CAM are the mainstream
medical literature, and the CAM literature. Both
groups have put a considerable amount of infor-

mationon theWeb and thispaper describes useful

Internet sources onCAM from mainstream medi-

cal sources. The emphasis in this paper is on
information sources that have full-text articles

freely available online.

OFFICEOFALTERNATIVEMEDICINEWEBSITE
National Institutes of Health Office of Alternative Medicine

http://altmed.od.nih.gov/oam

In 1992, Congress authorized the National Insti-

tutes of Health to create an Office ofAlternative

Medicine (OAM). The OAM’s goal is the evaluation

ofCAM prevention and treatment claims from a

scientific, non-prejudicialperspective. TheOAM
acts as a clearinghouse for CAM and has

downloadable, informationalpapers, a slide show
on CAM, and a quarterly newsletter: Complemen-
tary and Alternative Medicine at the NIH. The
OAM divides CAM into seven areas: Alternative

systems ofpractice, Bioelectromagnetics applica-

tions, Diet/nutrition/lifestyle changes, Herbal

medicine, Manual healing methods, Mind/body

interventions, and Pharmacological/Biological.

THE OAM GRANTSAWARD DATABASE
http://altmed.od.nih.gov/oam/cgi-bin/research/form.cgi

This is a database ofgrants awarded by the OAM
in 1993 and 1994. It is searchable by a variety of

filters and a query for “results” generated approxi-

mately thirty grant references.

OAM RESEARCH CENTERS
http://altmed.od.nih.gov/oam/research/centers.shtml

The OAM provides funding to eleven research

centers designed to evaluate promising alterna-

tive medical practices. During the first year the

centers were to develop an organizational struc-

ture and operating plan, and in the following two
years, evaluate alternate medical modalities. Cen-

ters with worthwhile Web sites are as follows:

Addiction and SubstanceAbuse Center forAddiction
and Alternative Medical Research University of

Minnesota Medical School

http://www.winternet.com/~caamr

This site summarizes the substance abuse prob-

lem and briefly discusses what published and
unpublished evidence there is with respect to

using CAM in the management of substance

abuse patients. The CAM modalities included in

their website are Acupuncture and
Electroacupuncture, AyurvedicMedicine, Biofeed-

back, Homeopathy, Hypnotherapy, Naturopathy,
Nutrition, and Yoga and Tai-chi. Plans

for further research are discussed.

Aging - Stanford University

http://scrdp.stanford.edu/camps.html

Review teams have been set up to evaluate CAM
topics in areas such as Nutrition, Chinese Medi-

cine andManual healing. Currently there are few

recommendations or conclusions. This site has a

directory to some of the better known CAM Web
sites.

Asthma and Immunology - University of Davis

http://www-camra.ucdavis.edu

This site’s goal is to identify CAM modalities

useful for the treatment ofasthma and allergies,

and to support research to evaluate the effective-

ness ofCAM. Current studies include the role of

Vitamin C and Botanicals, Biofeedback, Home-
opathy andAsthma, andAcupressure. There is an

extensive section on herbal information with me-

dicinal plant manuals and texts online available

in the .pdfformat. There is also a comprehensive

section on herb photos.
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Cancer -University Of Texas: Houston
http://www.sph.uth.tmc.edu/utcam

This is an extensive site. There is a research

activities section describing current or proposed

projects addressing clinical, animal, and labora-

tory studies. Surveys andepidemiologicalresearch
projects are part of the study activities. Current

study areas are Ginseng, Green Tea, Shark Car-

tilage, Coley Toxins et al. There is a CAM agents

listwith treatment modahties divided into Herbs,

Biological or Organic Agents, Chemical/Pharma-

cologicalAgents, and Special Regimes/Integrated

Systems. When apropos, for each of the agents

there are the following fields: Overview, Science,

Summary of Research, Research in Progress,

Recommendations for Research, Bibliography, Ref-

erence List, Costs, Side Effects, andAvailability of
CAM Agents.

General Medicine - Beth Israel Deaconess Medical

Center and Harvard Medical School

http://www.bidmc.harvard.edu/medicine/camr/index.html

The goal of these researchers is to delineate the

safety, efficacy, frequency of use, and scientific

rationale for commonly used CAM modahties.

Randomized trials are beingplanned, comparing

chiropractic care, acupuncture, and massage
therapy to the conventional management of low

backpain. The interactionbetween allopathic and
CAM care providers will also be studied. There is

a short reference list offull text articles published

by the staff. As of8/30/98 the last update formany
pages on this site was 10/1/97.

HIV/AIDS - Bastyr University

http://www.bastyr.edu/research/recruit.html

Bastyr University has recruited into their study

over 1500 HIV positive individuals who are using

alternative medicine. There are sixprimary mea-

sures of outcome: (1) progression through CDC
HIV disease classes (2) changes in CD4+ lympho-

cyte counts (3) changes in health status (4) weight

changes (5) changes in HIV RNA viral load (6)

mortality. Data is currently being analyzed for the

one-year follow-up to measure CAM utilization

and outcomes.

A publication list is included. Most ofthe articles

were in the CAM Literature and not in main-

stream medical publications. The date ofthe last

revision for this site was not obvious.

Women’s Health Issues - Columbia University and
the Rosenthal Center for CAM
http://cpmcnet.columbia.edu/dept/rosenthal

Current projects at this site examine the effective-

ness of a Chinese herbal formula on indicators of

estrogenic activity. Endpoints evaluated include
the frequency and intensity of hot flashes, sex

hormones levels, andplasma lipid levels. There is

a comprehensive list of hyperlinked CAM re-

sources germane to women’s health issues.

OTHERWEBSITES

Agency for Health Care Policy and Research (AHCPR)
http://www.ahcpr.gov/clinic

TheAHCPR guideline on the management oflow

backpain discusses the role that chiropractic care

has in treating this condition, and concludes that

manipulation has a significant role to play in the

care ofthese patients.

American Cancer Society

http://www.cancer.org/bottomsearch.html

Use the site’s quick index to go to the Alternative

and Complementary Therapies Section. Located

here is a general overview for both patients and
physicians not familiar with CAM definitions.

There is also a section on articles from the main-

stream medical literature as well as a section

devoted to statements on specific alternative and

complementary therapies. Included is a discus-

sion of the scientific rationale or apparent lack

thereoffor some ofthe CAM therapies. Generally,

the conclusions are not referenced to research

articles.

NIH Consensus paper on behavioral and relaxation

approaches in the treatment of chronic pain and

insomnia

http://text.nlm.nih.gov/nih/ta/www/17.html

This paper was generally positive with respect to

some CAM modalities. The consensus was that

acupuncture and behavioral and relaxation ap-

proaches are valuable adjuncts or treatments for

chronic pain and insomnia.
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RECENT FULLTEXTCORE MEDICAL
JOURNAL INFORMATION ON CAM

American Family Physician: Editorial 1

Why alternative medicine?
http://www aafp.org/afp/961 1 1 5ap/edit_1 .html

NI H budgets less than . 1% ofits resources to study

an area of medicine practiced by one third of the

US population and a greater percentage of indi-

viduals outside the US. The editorial discusses

why CAM has an appeal, and concludes thatCAM
goals and that ofthe family physician have com-

monalties. The journal article to which the edito-

rial refers is only available in abstract form.

Annals of Internal Medicine: Perspective 2

Advising patients who seek alternative medical thera-

pies

http://www.acponline.org/journals/annals/01jul97/

seekaltr.htm

The annals article contains definitions and a brief

background of CAM issues. Physician informa-

tion for dealing with patients who are using or

inquiring about CAM is included.

Annals ofInternal Medicine: Editorial 3

Complementary care: when is it appropriate? Who
will provide it?

http://www.acponline.org/journals/annals/01jul98/

compedit.htm

This editorial discusses complementary medicine

especially in the light ofAgency for Health Care

Policies Research (AHCPR) guidelines supporting

some modalities o ( complementary medicine.

Annals of Internal Medicine: Perspective 4

Traditional Healers in Southern Africa

http://www.acponline.Org/journals/annals/1 5jun98/

soafrica.htm

This perspective article discusses South African

Medicine healers. The author states African

traditional healing is limited in scope, and some of

its practices are undesirable, however, the empha-
sis on the emotional and psychological aspects of

the illness is valuable.

British Medical Journal: Editorial 5

Chiropractic for low back pain. We don’t know
whether it does more good than harm.
http://www.bmj.com/cgi/content/full/317/7152/160

This editorial discusses chiropractic treatment of

low back pain with hypertext references to stud-

ies, cost, and complications.

Journal ofAllergy and Clinical Immunology 8

Use of herbal products, coffee or black tea, and over-

the-counter medications as self-treatments among
adults with asthma
http://www1 .mosby.com/mosbyscripts/mosby.dll?

action=searchDB&searchDBfor=art&artType=full&id=a85221

This article is on the use ofherbalproducts, coffee

or black tea and over-the-counter medications in

the self-treatment of asthma. The authors con-

cluded that the use ofthese modalities increased

the rate ofhospitalization oftheir patients, possi-

bly because it delayed the institution of more
efficacious, conventional treatments.

JAMA 7

A close look at therapeutic touch.

http://www.ama-assn.org/sci-pubs/journals/archive/jama/

vol_279/no_1 3/joc7 1 352.htm

This full text article on Therapeutic Touch (TP) is

a good introduction to those unfamiliar with this

modality. TP is defined, discussed, and the au-

thors describe experiments they had done with TP
practitioners. The article seriously questions the

scientific underpinnings and claims of TP, and
has a number of references for those wanting

more information.

Journal of the Canadian Medical Association

Web collection of 6 articles in Vol. 168 1998
http://www.cma.ca/cmaj/series/therapy.htm

There is a collection ofarticles includinga patient’s

guide to unconventional therapies, and articles on

Essiac, Green tea, Iscador, Hydrazine sulfate,

Vitamins A, C, and E, and 714-X.
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NewEnglandJournalofMedicine: Letter8

Proximal-muscle weakness induced
by herbs.

http://www.nejm. org/content/1 993/0329/
0019/1430. asp

The author describes an individual

with unexplained muscle weakness,

and the initialworkup was negative.

The patient was taking herb tablets

and analysis showed thateach tablet

contained 5.4 mg of triamcinolone.

The steroid intake was tapered, and
the patient regained full strength.

Southern Medical Journal: On-line ar-

ticle, June, 1998

Nonestrogenic Treatment of Hot
Flashes: An Overview of Alternative

Therapy
http://www.sma.org/medbytes/ob_6.htm

This article describes alternative

medical treatments of hot flashes.

The use ofconventional drugs in an
offlabel fashion, behavior modifica-

tion, and the ingestion of herbs are

discussed.

CONCLUSION

In mainstream medicine, a greater

emphasis is being placed on clinical

pathways, and the implementation

ofpractice patterns that provide for

better outcomes at comparable or

lower cost. For CAM to be widely

accepted it must substantiate its

claims ofsuccess usingobjective and
scientifically valid methodology. We
believe some CAM modalities will

prove to be quite efficacious in their

own right, others may complement
and enhance conventional medical

practices, and some will be discarded

as either useless or even dangerous.

Table A. Listing of sites discussed in this paper.

National Institutes of Health Office of Alternative Medicine (OAM)
http://altmed.od.nih.gov/oam

The OAM Grants Award Database

http://altmed.od.nih.gov/oam/cgi-bin/research/form.cgi

OAM Research Centers

http://altmed.od.nih.gov/oam/research/centers.shtml

Center for Addiction and Alternative Medical Research
University of Minnesota Medical School

http://www.winternet.com/~caamr

Stanford University

http://scrdp.stanford.edu/camps.html

University of Davis

http://www-camra.ucdavis.edu

University Of Texas: Houston

http://www.sph.uth.tmc.edu/utcam

Beth Israel Deaconess Medical Center and Harvard Medical

School

http://www.bidmc.harvard.edu/medicine/camr/index.html

Bastyr University

http://www.bastyr.edu/research/recruit.html

Columbia University and the Rosenthal Center for CAM
http://cpmcnet.columbia.edu/dept/rosenthal

Agency for Health Care Policy and Research (AHCPR)
http://www.ahcpr.gov/clinic

American Cancer Society

http://www.cancer.org/bottomsearch.html

NIH Consensus paper on behavioral and relaxation approaches

in the treatment of chronic pain and insomnia

http://text.nlm.nih.gov/nih/ta/www/17.html

Journal of the Canadian Medical Association

http://www.cma.ca/cmaj/series/therapy.htm

Southern Medical Journal

http://www.sma.org/medbytes/ob_6.htm

The previous articles give a Web’s eye view ofCAM
as reported in some online conventional, medical

Web sites. The OAM resource should provide an

ongoing source for updating this information.

Many excellent articles in the mainstream medi-

cal literature were not cited in this paper as the

full text information was not freely available

online.
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EDITORIAL

May We Please Have an Alternative

to Alternative Medicine?

Peter V. Rocca, M.D., F.A.C.P.

"Doctor Rocca, my next door neighbor had severe

arthritis in her knees and had to use a cane in

order to walk from her kitchen to her bedroom.

She started taking glucosamine and chondroitin

sulfate and now no longer needs a cane and is

jogging four miles a day. Should I take these

pills?"

Nowadays, I hear some variation of this story

almost every time I see a patient with joint pains

for the initial visit— regardless of whether they

have osteoarthritis, rheumatoid arthritis,

fibromyalgia, or the gout. Glucosamine and chon-

droitin sulfate are two ofthe latest in a long line of

"alternative" treatments. Establishments such as

the General Nutrition Center (GNC) have a hard

time keeping these supplements on their shelves.

So much so that the large pharmacy chains in

Delaware have gotten into the act as well. What
started this craze? A book entitled The Arthritis

Cure 1 which was published in the first days oflast

year. This book was written by a preventive

medicine specialist who did a very effective job

publicizing his work by appearingon many televi-

Peter V. Rocca, M.D., is an Associate Editor for the Dela-

ware Medical Journal and a practicing rheumatologist in

Wilmington, Delaware.

sion news programs. The Arthritis Cure became
an overnight best-seller. Its scientific basis is

thrown into question on the very first page when
the author defines a cure as any intervention

which completely or partially relieves symptoms.

More than likely, Noah Webster turned over in his

grave when this was written. Several European
and Asian studies are then paraphrased and re-

portedly promote the salutary benefits of either

glucosamine or chondroitin sulfate, but never

both. In none ofthe studies presented is there any

attempt to document a stabilization or reversal of

the pathoanatomicalchanges with typify osteoar-

thritis. In other words, foreign studies measure
pain scores of the volunteers but in some of these

studies no controls were utilized. Why then does

the author 1) advocated combination supplement

use and 2) why does he tout them as a cure, albeit

his definition is suspect? One can only speculate.

What is more egregious than the fact that such

supplements are allowed to be sold with dubious

health promoting claims is that politicians from

the White House down are giving these and other

supplements de facto endorsements by promising

to force insurance companies to cover "alternative

treatments." Someofyou are probably thinking,
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"So what? Ifpeople want to take supplements so

thattheycan regainsome degree ofcontrolover an
illness, then let them." There are tow problems

with this view.

First, supplements sold are frequently ridicu-

lously expensive. If Dr. Theodosakis' recipe for

pain-free knees is followed to the letter, it will cost

approximately $100- $200per month. This can be

fiscally devastating to the senior citizen on a fixed

income. If, on the other hand, politicians have

theirway and oblige health insurance carriers to

pay for these supplements, then all ofAmerica's

taxpayers will be footing the bill. I personally

would rather help pay for a Medicare recipient's

NSAID than for his/her glucosamine.

Second, supplements are notby definition "safe."

While it is true thatmost supplements are innocu-

ous, it is also true that some have been linked to

life-threatening complication. Two examples will

suffice. In the late 1980s, the Shawadenko Corpo-

ration put on the shelves of the GNC a "miracu-

lous" and, or course, natural sleep aid: viz. L-

tryptophan. This so-called "natural" supplement

was hardly natural. It had been produced by

recombinantDNA technology in reluctant E. coli

bacteria. The stymied bacteria not only made L-

tryptophan but a by-product as well which, in

certain genetically predisposed individuals, re-

sulted in the Eosinophilia Myalgia Syndrome.

This disease resulted in progressive fibrosing of

the skin, myopathy, and a neurologic syndrome
similar to amyotrophic lateral sclerosis. 2 An
unfortunate number have already succumbed to

this illness and all they were trying to do was get

a good night's sleep— naturally.

Another example of unhealthy use of natural

supplements is the beta carotene story. For a

while, everyone seemed tobe takingbeta carotene.

Due to epidemiologic studies demonstrating that

higher levels ofcarotenoids in the diet and higher
serum levels ofbeta carotene are associated with
a lower incidence of cardiovascular disease and
cancer, individuals rushed to take fists full ofthis

gift from nature. Unfortunately, a large double

-

blind intervention trial in smokers had to be

stopped early because when the subjects took 30

mg. of beta carotene and 25,000 IU of vitamin A
daily therewas anincrease inthe incidence oflung

cancer, cardiovascular mortality and total mor-

tality. 3

We physicians have stood idly by while Madison
Avenue opened Pandora's box. TheAmericanpub-
licnow believes that anyproduct that is extracted

from nature is health promoting. Let us recall

that poison ivy's oils and snake venom are also

natural. Patients, frustratedbymodem medicine's

inability to at times effect a cure and eager to

regain controlover their bodies, become victims of

fraudulent advertising. Hopes run so high that

the placebo effect no doubt frequently occurs thus

further promoting the claim. We physicians,

therefore, have a moral obligation to prevent

entrepreneurs fromplayingonthe anxieties ofour

patients and notonly robbingthem oftheir money
but their health as well. When patients come into

our offices and admit to taking agents which have

notbeenproven efficacious and safe via carefully

conducted scientific trial, we physicians should,

as advocates of our patients, encourage them to

stop. Our organizations should also publicly

denounce any politicianwho wishes to endorse the

platform of"compulsory coverage ofall alternative

treatments," as a politicianwho simply wishes to

curry votes and not one who wishes to promote

public health.

1. Theodasakis J, Adderly B, Fox B. St. Martin's Press,

1997

2. ClauwDJ, NashelDJ, UmhauA,KatzP. JAMA 263:1502,

1990.

3. Omenn GS et al., N Engl J Med, 334: 1150, 1996.
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LETTER TO THE EDITOR

Alternative Medicine

E. Wayne Martz, M.D.

Submitted to the News Journal in April of 1998.

It was never published.

Last month I received an interview call from a

very pleasant young woman who writes for the

News Journal. She asked my opinion of herbal

medicine and the general area of treatment re-

ferred to as "alternative medicine." I replied that

I have essentially two reservations: 1) These rem-

edies have not been demonstrated by rigorous

scientific testing to cure anything. They may be

OK for making people feel better, but ifyou have
any significant disorder you should see a medical

doctor. 2) The preparations of herbs and other

"natural" remedies are not carefully standardized,

so that potency can vary markedly from batch to

batch. Some do indeed have some pharmacologic
activity, and most are at least potentially aller-

genic, so the possibility exists for serious adverse

reactions.

She continued to questionme about my feelings in

regard to these regimens, and I noted that a multi-

E. Wayne Martz, M.D., is the Editor Emeritus of the Delaware Medical

Journal.

billion dollar industry has been built based on a

loophole (frommypoint ofview) in the law; namely
that drugs and medications have to be carefully

tested for efficacy and safety before release to the

public, but foods do not. Thus these are called

"Health Foods" and can be sold without Federal

government approval. They are sold at grossly

inflated prices, considering the trivial cost ofthe

substrates from which they are made, and in my
opinion to tout them as cures borders on fraud. I

believe that what I said was that I really object to

entrepreneurs ripping offthe pubhe and calling it

healthcare.

When the interview was pubfished my more tem-

perate comments were omitted and only the part

about fraud and abusing the public came through.

I decided to ignore it. The people who choose to

follow alternative styles ofhealth care have made
their decisions and are not about to change then-

minds for me or anyone else. However, I cannot

begin to count the number of comments, for and
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Letter to the Editor

against, that I have received. Moreover, I have

now seen at least two references to me by name in

your Letters to the Editor column. I feelcompelled

to clarify my position a bit more.

I come from three generations of homeopathic

physicians, and have been steepedin homeopathic
theory and concepts (alternative medicine) since

early childhood. I am well aware of their beliefs

and practices. In its pure form, it rests on a basis

oftreatment ofsymptoms rather than diagnosed

disease. I remember grandpa writing me when I

was in medical school, telling ofmiraculous cures

ofcancer, brought aboutby concoctions he cooked

up on the kitchen stove. The big trouble was that

none ofthe cancer diagnoses were basedon exami-

nation of tissues under a microscope. All were

based on symptoms.

The success ofmodern medicine rests very heavily

on the science ofpathology and specific diagnosis.

Ifyou can't telltyphusfrom typhoid orpneumonia
from tuberculosis, how can you develop a treat-

ment that gets consistent results? The symptoms
maybe identicalfor widely different diseases. For

example, according to death certificates of 100

years ago, a major cause of death was "acute

indigestion." It wasn't until thiswas recognized to

be coronary thrombosis and myocardial infarc-

tion, a true heart attack, thatwe had a reasonable

chance of successful treatment. The very best

herbal tea, digestive aid or natural remedy just

couldn't help because it wasn't indigestion at all.

Hundreds andeventhousands ofyears oftreating
symptoms failed, but as soon as diseases could be

defined, cures followed. Citing cases of cures

doesn't prove anything if you didn't know what
you were dealingwith in the first place. The body
tends to heal itself, and most people will get well

in spite of treatment, if not because of it.

There are many major diseases forwhich doctors

do nothave cures, such as many types ofarthritis,

many neurologic disorders, and of course, some
cancers. Patients do not like to hear that there is

no cure, and large numbers ofpeople with these

conditions spend untold millions of dollars in a

desperate search for healing. Sometimes the best

service a doctor can render for these patients is to

keep them from wasting their money. However,

if they can find peace of mind, ease or comfort, I

really don'tcare how they do it, whetherby herbs,

vapors, teas, readings or laying on of hands.

However, I do object ifthey have a serious disease

but are led afieldby some unscrupulous promoters

while they miss the chance ofcure. That to me is

unconscionable.

Rehabilitation Consultants, Inc.
Physical Therapy • Occupational Therapy • Speech Therapy

Approved by Medicare, most Managed Care, HMO, and Major Insurance Plans

Silverside Road Office

Suite 105 Springer Bldg. Ca |, 302/478-5240 or 302/655-5877
Concord Plaza

3411 Silverside Road

Baynard Blvd. Office

2100 Baynard Blvd.

Wilmington

Serving the Greater Wilmington Area Since 1970
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IN BRIEF

RHEUMATOLOGY UPDATE - 1999

WHERE: Christiana Hilton Inn - Newark, DE
DATE: March 13, 1999

TIME: 8:00 A.M.

This annual update covers Pediatric Rheumatol-

ogy, Recent Advances in Rheumatoid Arthritis,

Non-Surgical Invasive Techniques in the Manage-
ment ofSpine Pain, and Exercise for the Elderly.

For additional information, please contact the

Arthritis Foundation at 800-292-9599 or 302-777-

1212.

NASA RESEARCH HELPING IN THE FIGHT
AGAINST CANCER

Advances in space technology have led the way for

new treatment techniques for the removal ofbrain

tumors in children, a better drug delivery system

for fighting cancer tumors, and improved under-

standing ofwomen's breast cancer. Several can-

cerresearchexperimentswere scheduled to launch

aboard the Space Shuttle Discovery's STS-95 mis-

sionon October 29. The following are some ofthose

investigations:

• Researchers are growing live cells in space for

medical research into diseases such as cancer

and diabetes or for the growth of new replace-

ment tissues. Of particular interest, is how
breast cancer cells grow and why breast cancer

tumors grow and spread.

Del Med Jrl, November 1 998, Vol 70 No 1
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• Researchers are working on a better drug deliv-

ery system for fighting tumors. The potential to

provide a number ofnew medical treatments for

cancer is made possible through a process called

microencapsulation. Currently, two comple-

mentary drugs, an anti-tumor drug and an
immune stimulant, are being encapsulated to

create a potent time-released drug for colon

cancer.

Anothermicroencapsulationexperimentexplores

the use ofelectrostatic fields to add coatings to

the pills. Using these "muti-layered"

microcapsules, a chemotherapytreatment could

be placed directly into cancerous tumors through

one ofthe tumor's blood vessels. As the capsule

swells, it may block the blood vessels in and
around the tumor so that the chemotherapy

treatment remains concentrated andblood sup-

ply to the tumor is reduced.

• Another area ofexploration is the production of

anti-cancer drugs grown from soybean cells.

• Experiments with fighting technology may help

treat cancer. The treatment technique called

Photodynamic Therapy uses tiny pinhead-size

fight emitting diodes to activate fight-sensitive,

tumor-treating drugs. Approved by the FDA,

light-emitting diodes and light-sensitive drugs

are being tested today to treat and remove brain

tumors in children.
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Medical Society of Delaware
Pictorial Roster 1999-2000

The Medical Society ofDelaware’s pictorial roster is an invaluable resource to Society members, medical community members, and
others in need information about Delaware’s physicians.

Format

The format of the 1999-2000 roster offers even more information, including e-mail addresses. Housed in an efficient three-ring binder,

the roster allows for easily adding or removing pages. Home address information for Society members is available as a separate, bound
publication that can be easily inserted into the roster or kept separate for home or office use.

The Roster is ordered as follows:

£2 Other Information

An alphabetical listing of medically related groups and

organizations

• Hospital Information

• Medical Libraries

• Nursing Homes, Extended Care Facilities

and Retirement Homes
• Insurance Carriers

• Other Facilities, Organizations and Services

• State Agencies and Facilities

• Chaplains

• Physicians' Health Hotline

ffl Medical Specialties

Alphabetically listed by county

m Membership Directory
Alphabetically listed within county

• Name and degree

• Professional addresses, phone & fax numbers,

e-mail addresses

• Type of practice and year board-certified

• Medical school and year of graduation

Ifthe physician is board certified in a specialty, the year

in which the certification was earned willfollow the

specialty in parentheses. Unless the entry indicates

otherwise, the board certification was granted by the

A mencan Board ofMedical Specialties.

<^e“

MSD Roster Order Form

To order copies of the new MEDICAL SOCIETY OF DELAWARE PICTORIAL ROSTER, please complete and return this order form with your

payment to: Medical Society ofDelaware, 1925 Lovering Ave., Wilmington, DE 19806-2166. Be sure to make a copy ofthe complete orderformfor your records.

TYPE OF Order (check one) INFORMATION (please print clearly or type)

Medical Society of Delaware Member
j

Non-Profit Organization

Other Name

QUANTITY Price Quantity Total Price

ROSTER x =

$15 - Members
$75 - Non Profit

$150 - Others

HOME
ADDRESSES $5.00 x =

Members only

Office Use

Chk #: Dt Md:

Amt: Pstge:

TOTAL
ENCLOSED—

Questions
302/658-7596 OR 800/348-6800

302/658-9669 (fax)

dlb@medsocdel.org

Organization Name

Address

City State Zip Code

Phone Fax
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PHYSICIANS
Modern, acute medical & surgical hospital

seeking physicians to provide coverage for

Outpatient/Admitting/Emergency

Care Support

area during irregular hours. Must have a current license

in any state and be board certified or board certifiable

(within 3 years of completion of formal training) in

Internal Medicine, Family Practice or Emergency Room.

ACLS certification required. In return for your service,

we provide a competitive salary. Tours available include:

Monday-Friday, 6:00PM to 7:00AM; weekends

(12 hour shifts) beginning 7:00 am Saturday to 7:00 am

Monday. Coverage is also available on holidays.

To make inquiry regarding these positions, please

contact Dale Tobin, Office of the Chief of Staff, at

(302) 633-5203. An EOE.

VA MEDICAL & REGIONAL
OFFICE CENTER

1601 Kirkwood Elighway, Wilmington, DE 19805

In Memoriam

William J. Boyd M.D.
1937-1998

The founding management and former

employees of Medlab Inc. mourn the

loss of Dr. William J. Boyd, who passed

away on Tuesday, October 20th. His

unparalleled excellence in medicine

and ethics was the foundation of our

laboratory.

We, and the patients and physicians he

served, send our condolences to his

family. He will be greatly missed.

\
Delaware

Child Abuse Symposium
. .

.
providing the building blocks for diagnosis, intervention, tQQO

and treatment to Delaware's health care professionals *

Tuesday, December 1, 1998
8:00 a.m. - 4:00 p.m. • MBNA Conference Center • Newark, Delaware

Approved for 5.75 AMA PRA Category 1 credits

Call

302-651-6750
for registration sc

information

This activity has been planned and implemented in accordance with the Essentials and Standards of the Accreditation Council for Continuing Medical Education

(ACCME) through the partnership of the Nemours Foundation (NF) and the Medical Society of Delaware (MSD). Both parties are accredited by the ACCME to

provide CME activities for physicians.

The NF and the MSD designate this continuing medical education activity for a maximum of 5.75 credit hours in category

I credit towards the AMA’s Physician's Recognition Award. Each physician should claim only those hours of credit that

he/she actually spent In the educational activity.

%

It is the policy of the NF and the MSD to comply with the ACCME Standards for Commercial Support of Continuing

Medical Education. In keeping with these standards, all faculty participating in continuing medical education programs

are expected to disclose to the program audience any real or apparent conflict of interest related to the content of

their presentation.

Co-Sponsored
by

JPt

duPont **
I MrS PIT VI FOR CHILDREN
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PARSIPPANY

PASSAIC

POMPTON

LAKES

RAMSEY

RIDGEFIELD

RIDGEWOOD

ROCHELLE

PARK

ROSELLE

PARK

SEACAUCUS

SOUTH

PLAINFIELD

SPARTA

SUCCASUNNA

TENAFLY

TRANQUILITY

UNION

VERNON

WALDWICK

WATCHUNG

WAYNE

WEST

CALDWELL

WEST

NEW

YORK

WESTFIELD

WYCKOFF

BELLEVILLE BELVIDERE BLAIRSTOWN BLOOMFIELD BOGOTA BRANCHVILLE BUDD LAKE CHESTER CLARK CLIFTON DOVER EAST HANOVER EAST NEWARK ELMWOOD PARK ENGLEWOOD FAIR LAWN FAIRFIELD

It could take

years to become the boss.

Or about three days.

Finance your own small business

with a Preferred SBA Lender.

There are two ways to become the president of

a company. You can work for years and years and

slowly climb the corporate ladder. Or you can do it

the fast way — by starting or buying a business

with an SBA loan from Valley National. We’re a

Preferred SBA lender, so our approval process is

very quick— usually three business days or less.

A loan can provide you with the financial base

to get started, or to expand an existing business.

And the monthly payments are very affordable. For

a Commercial Property loan, you'll have up to 25

years to pay it back. You'll have up to 15 years to

pay back an Equipment Loan, and up to seven

years for a Working Capital Loan. All you have to

do is call our toll free number or apply at any Valley

branch. You’re going to work hard either way. Why

wait to become the boss?

Member Federal Reserve System. Member FDIC.

NORTH ARLINGTON NORTH CALDWELL NORTH PLAINFIELD

1-800-SBA-6772

Valley National Bank

THE BANK THAT WORKS™
www.valleynationalbank.com

An Equal Opportunity Lender. Preferred SBA Lender.

NORTHVALE NUTLEY OAKLAND ORADELL PARAMUS

1998

Valley

National

Bank



BOOK REVIEW

Safe Passage
Making it Through Adolescence in a Risky Society

Joy G. Dryfoos - Oxford University Press - 1998

Robert W. Frelick, M.D.

For those interested in the relative roles of par-

ents, schools, community, the media, health orga-

nizations and government in the education of

children, this book by Joy Dryfoos details an
extensive experience with adolescent development

using an “evidence based” approach. (All too often

educators report empirical impressions and pro-

posals foreducationalprograms without objective

evaluations ofthe wide range ofinterventions; for

example, for literacy or for adolescent behavior).

Randomized trials are difficult to organize among
varied individual students, including those with

disabilities, and those in different family and
community settings. When trials are organized it

hasbeen practical to compare intervention schools

with control schools in different communities, but

all too often the controls are exposed to other

Robert W. Frelick, M.D., practices Medical Oncology in Wilmington,

Delaware and Millville, New Jersey. He is also a member ofthe Medical

Society of Delaware.

interventions which complicate the evaluation of

differences from the test community.

Dryfoos has collected an amazing number ofedu-

cational interventions, most of which have had
some degree ofevaluation ofwhatworks and what
doesn’t work, to help students progress safely

through adolescence. Unfortunately, there is no

mention of the challenges faced by changing
neighborhood-school relationships caused by the

widespread busing since the sixties inNew Castle

County. Nor is there any reference to the parental

objections which have precluded reproductive edu-
cation in Delaware’s School Wellness Programs.

There also appeared to be no appreciation of the

pressure for criminalbehaviorby addicted teenag-

ers to support drug use.

Dryfoos cites experiences in educational interven-

tions from across the country. It is important to

recognize that many apparently good ideas have

not proven to be useful. For example, well re-
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BookReview

searched evaluations have shown that“Just Say-

ing No” has not had any impact on drug use and
teenage pregnancy. Likewise, the well regarded

DARE program used by the State Police does not

have any demonstrated long-term impact on be-

havior. Dryfooscites accumulatedexperience from

many programs pointing to the central impor-

tance ofschools as change agents. Many find that

improving academic achievements reduces drug

use as well as teenage pregnancies. She empha-
sizes the need for coordinated efforts by parents,

mentors, community programs, such as boys and
girls clubs, 4H activities, and other out-of-school

activities including churches. Schools should not

only seek cooperation from parents, but stimulate

programs to help parenting skills.

Dryfoos’ hope for assistance from many overlap-

pingFederalprograms does notseem realistic, but

there is little doubt that improved coordination of

activities without calling for a single Federally

directed program would be beneficial. Unfortu-

nately, too many apparentlyworthwhile programs

havebeenunderfunded, poorly ledby inadequately

prepared leaders, and never really evaluated to

determine if the underlying ideas and theories

have validity which could be replicated under

differingcircumstances. The same type ofcompre-

hensive activities which have characterizedHead
Start Programs are also needed throughout the

entire 12 years ofschool, withprograms adjusted

to the changing needs ofstudents as they age and

face new activities in a “risky society.” Too many
successful programs in the elementary grades

have had little demonstrated impact by the time

students reach the high school grades.

Skilled leaders in health behavior education, ex-

tended school days, and more year-around schools
with close ties to community resources via

school-community coordinators to add depth to a

school curriculum will be needed to provide many
students with the support and understanding

needed as they pass through the barriers ofpov-

erty and ignorance which derail too many adoles-

cents. Many are able to make the transition

successfully, but as many as one- third are at

extreme risk in today’s society.

Joy Dryfoss’ book, Safe Passage, does not chart a

specific course, but its 168 pages pull together a

remarkable compendium of school and commu-
nity activities designed to help adolescents (as

interpretedby both herown experience andby the

evaluationby others). There is probably less “evi-

dence based” information in this review upon
which to pursue interventions to affect knowledge

and behavior than is available in the medical

hterature for medical care, but the book provides

a relatively good objective analyses of what is

known today about helping students pass through
adolescence safely, even though the author does

not always follow completely objective guidelines.
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Sandra W. Taub, Psy.D. TYPING & SECRETARIAL
Licensed Psychologist SERVICES

405 Foulk Road
Wilmington, DE 19803

os

D 71 Omega Professional Center

Newark, DE 19713

os

An additional discreet office location

FOR PROFESSIONALS
available upon request.

Services Include:

• Medical/Legal Transcription
• Correspondence
• Newsletters
• Resumes
• Manuscripts
• Term Papers
• Reports
• And Much More!

Confidential phone line:
CONTACT KIM

302 -762-8044 302-292-2596

things from

a firedh. perspective.

Uninspired by your current marketing efforts? See what a fresh perspective

can do. Call Maura Glenn at 655-1552 and ask for our new brochure.

Aloysius Butler & Clark
Advertising Public Relations Design
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Aloysius, Butler & Clark 497

Arbors atNew Castle 499
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Christiana Care Imaging Services 468
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Hamm & Associates 493

Laboratory Corp. ofAmerica 470

McBride Shopa, & Company, PA 484

MSDIS 465
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Princeton Insurance 478

Rehabilitation Consultants 490

Roster OrderForm 492

Taub, Sandra 497

Typing Services 497

Valley NationalBank 494
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INFORMATION FOR
ADVERTISERS

The Delaware Medical Journal is a monthly
publication of the Medical Society of Dela-

ware. The Journal reaches approximately 80

percent of the state's physicians, as well as

medical libraries, and hospitals; its circula-

tion is approximately 1,630.

Full-, half- and quarter-page advertisements

are accepted. Half- and quarter-page ads may
be either vertical or horizontal. The Journal

can provide such services as four-color or

matched color ads; camera work (halftones,

line shots); and typesetting.

Closing for space reservations is the first of

the month, two months prior to publication.

Closing for materials is the first ofthe month,

one month prior to publication.

All advertisements are subject to approval by

the Publications Committee of the Medical

Society ofDelaware.

For a media kit or for more information, call

Kristine Riccardino at 302-658-7596 or 800-

348-6800 (Kent or Sussex Counties).
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The Optimum
Referral Option

The Arbors at New Castle

Subacute and Rehabilitation

Center is a 120-bed Center

specializing in providing the

area's finest subacute,

rehabilitation and basic

healthcare services.

In today's cost conscious

environment, healthcare

roviders are increasingly

eing asked to produce

optimal medical results at

minimal costs. That's

precisely what the Arbors

at New Castle is designed,

staffed and equipped to do.

When combined with

our physician-driven

interdisciplinarv team
approach to delivering

care, our subacute care helps

high acuity patients recover

quickly, at costs that are

30-60% less than comparable

care in an acute care setting.

In addition to our basic

healthcare services, we
provide care through

specialized subacute

programs in the areas of:

Respiratory

Medical Rehabilitation

Digestive Diseases

Cardiac Recovery

A Infusion Therapy

A Wound Care

For more information

and a copy of our video

call 328-2580.

ARBOR
ARBORS AT NEW CASTLE

Subacute and Rehabilitation Center

32 Buena Vista Drive

New Castle, DE 19720

(302) 328-2580



Papastavros’ Associates Medical Imaging
(
LLC

Committed... To you and your patients!

D
±Jy maintaining a leadership role in the deliv-

ery of high-quality healthcare, Papastavros’

Associates Medical Imaging,LLC

provides a full spectrum of quality, state-of-

the-art diagnostic imaging services in a caring

and comfortable environment.

Imaging services provided include:

• X-Ray

• M R I scanning

/Open Scanning

• Ultrasound,

including Cardiac

• Spiral C.T. Scan

• Mammography/

Core Biopsy

* Dual Energy Bone

Densitometery

Nuclear Medicine

• Spect Thallium/

Cardiolite

Scintmammography

Our Women’s Centers are designed to address

the health care needs of all women:

Mammography services provided by a staff of

highly trained technicians and dedicated

professionals.

OB and breast sonography, echocardiography,

cardiac stress and doppler scans.

Stereotactic breast biopsy, the latest

technological advance in breast cancer detection

Dual Energy Bone Densitometry to detect and

monitor osteoporosis comfortably, quickly,

safely and precisely

Papastavros’

Associates

MEDICAL

We’re there where you need us!

m are pleased to welcome new

facilities in Milford, Lewes and

Glasgow. Full service imaging includ-

ing a technically advanced “Open”

MRI for claustrophobic, pediatric, and

handicapped patients is now available

at our office in the Glasgow

Medical Center.

• Wilmington

1701 Augustine Cut-Off

Suite, 100, Bldg. IV

Wilmington, DE 19803

(302} 652-3016

• Glasgow

2600 Summit Bridge Road,

Suite 122

Glasgow, DE 19702

(302} 832-5590

• Newark

40 Polly Drummond Hill Road,

Suite 100, Bldg.4,

Newark, DE 19711

(302} 737-5990

• Healthcare Center at Christiana,

200 Hygeia Drive,

Newark, DE 19702

(302} 421-2121

Other Convenient Locations:
1 508 Pennsylvania Avenue (302) 655-4042

2700 Silverside Road (302) 478-1100

1805 Foulk Road Suite 1 (302) 475-8036

420 Christiana Medical Center (302) 368-3959

1320 Philadelphia Pike (302) 792-2529

1941 Limestone Road (302) 633-9873

702 Delaware Street, New Castle (302) 328-1502

Omega Professional Center (302) 738-5500

5317 Limestone Road (302) 239-9415

550 Stanton-Christiana Road (302) 633-9910

314 E. Main St., Newark, (302) 455-0775

1 1 1 Railroad Ave. Elkton, MD (410) 392-6155

556 S. DuPont Hwy, Milford, (302) 424-4163

1539 Savannah Rd., Lewes (302) 655-2590
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tyJmaging (enter
a division ofDelaware Diagnostic Services, Inc

.

Meeting Your Medical Imaging Needs
Limestone Medical Center
1941 Limestone Road, Suite 214
Wilmington, DE 19808

Telephone: (302) 892-6200
Fax: (302) 892-6206
Internet: www.limestonemed.com

David S. Grubbs, M.D., FACC, FACP
Medical Director

Frank DiGregorio, CNMT, RDMS
Director ofDiagnostic Imaging

Community Imaging Center Offers:

Therapy

1-

131 Thyroid Ablation

Cardiology
Cardiovascular Stress Test

2-

D Echocardiogram
ECG
Holter Monitor

Loop Monitor
Signal Averaged ECG

Ultrasound
Abdominal
Breast

Extremity

Obstetrical

Pelvic

Retroperitoneal

Testicular

Thyroid
Transvaginal

Vascular Ultrasound
Arterial Duplex Scan

Carotid Duplex
Venous Duplex Scan

Nuclear Medicine
Abcess Localization

Brain Scan

Bone Scan

Breast Imaging (Miriluma)

First Pass

Gastric Emptying Scan

Gastrointestinal (GI) Bleed Scan
Gated Blood Pool (MUGA) Scan
Hepatobilary (HIDA) Scan
Liver and Spleen Scan
Lung Scan

Meckel’s Scan
SPECT Myocardial Perfusion Scan

(Cardiolite or Thallium)

Parathyroid Scan

Renal Scan
Testicular Scan
Thyroid Carcinoma Metastases

Imaging
Thyroid Scan

Tumor Localization

Offering imaging with:

Cardiolite i.v.psmmsgr

Prompt, courteous service • Test results available in 24 hours or less • Allpositive tests called andfaxed

Limestone
Medical Center

1941 Limestone Road
Wilmington, DE 19808

(302) 992-0500

• Medical Aid Unit

• Laboratory
• X-Ray
• Ambulatory Surgery

Community Imaging Center

(302) 892-6200

• Nuclear Medicine
• Ultrasound
• Cardiology
• Therapy

Mill Creek
Medical Center

4512 Kirkwood Highway
Wilmington, DE 19808

(302) 683-0123

• Laboratory
• X-Ray



ARE YOUR FEMALE PATIENTS GETTING THE BEST
POSSIBLE MYOCARDIAL PERFUSION TESTS?

JACC VOL. 29, No. 1

(Journal American College of Cardiology)

JANUARY 1997:69-77

“Comparative Diagnostic Accuracy of Tl-201 and Tc-99m Sestamibi SPECT Imaging (Perfusion and

ECG-Gated SPECT) in Detecting Coronary Artery Disease in Women”

Conclusions: Thallium-201 and Tc-99m Sestamibi myocardial perfusion scintigraphic studies have

similar sensitivities in the detection ofCAD in women. However, the specificity of Tc-99m Sestamibi is

significantly higher than that of Tl-201. This specificity is further enhanced by the use of ECG-Gated

SPECT Tc-99m Sestamibi imaging.

Community Imaging Center was the first lab in Wilmington to routinely

perform ECG-Gated SPECT using Tc-99m Sestamibi (CARDIOLITE)™
on all patients. ECG-Gated SPECT provides perfusion, wall motion and

Ejection Fraction in one study.

HERE IS WHAT OUR PATIENTS HAVE TO SAY ABOUT US

“Last Friday, I had a Cardiolite stress test at your facility. This could have been an

awkward and unpleasant experience; but due to the professionalism and courtesy

exhibited by the employees of your Center, I felt comfortable and reassured. Please

accept my thank you and gratitude. I will pass my opinion on to my doctor (...) and

remain sincerely (...)”.

• Prompt, courteous service • Test results available in 24 hours or less • All positive tests called and faxed

We participate with virtually all insurance carriers

Phone: 302-892-6200 Fax 302-892-6206 Internet: www.limestonemed.com
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Early stroke detection
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Diagnostic Imaging Associates full range

of out-patient imaging services include:

• 1.5 Tesla MRI (two magnets)

• Spiral CT scanning

• Ultrasound including Color Doppler

• Fluoroscopy with digital RF
• Mammography with Senographe DMR
• Nuclear Medicine and General X-ray

For information and the office nearest you, please call 302-425-4DIA.

Web page http://members.aol.com/diaxray/diahome.html

Diagnostic Imaging Associates, PA

Brandywine Imaging Center • 701 Foulk Road • Suite E-1 • Wilmington • 654-5300

Omega Imaging Associates • L-6 Omega Professional Center • Newark • 738-9300

Omega Magnetic Resonance Imaging Center • L-6 Omega Professional Center • Newark • 738-9300

Omega Medical Center • K-15 Omega Professional Center • Newark • 368-5100

Omega Nuclear Diagnostic Center • K-15 Omega Professional Center • Newark • 368-8150

Pike Creek Imaging Center • 3105 Limestone Road • Suite 106 • Wilmington • 995-2037

Wilmington Magnetic Resonance Imaging Center • 1020 Union Street • Wilmington • 427-9855



ISSN 001 1-7781

DELAWARE
MEDICAL
JOURNAL
Official Publication

of the Medical Society of Delaware

1925 Lovering Avenue
Wilmington, Delaware 1 9806-21 66

Editor

G. Stephen DeCherney, M.D.

Associate Editors

Peter V. Rocca, M.D.

Michael R. Zaragoza, M.D.

Managing Editor

Kristine M. Riccardino

Publication and
Editorial Committee
Louis E. Bartoshesky, M.D.

Evan H. Crain, M.D.

Andrew J. Doorey, M.D.

Steven L. Edell, D.O.

Neil S. Kaye, M.D.

James F. Lally, M.D.

Allan Levy, D O.

Joseph A. Lieberman III, M.D., M.P.H.

Lawrence M. Markman, M.D.

E. Wayne Martz, M.D.

Shahla Mousavi, M.D.

James H. Newman, M.D.

Robert E. O'Connor, M.D.

Stephen R. Permut, M.D.

Leo W. Raisis, M.D.

Nancy A. Union, M.D.

Business Manager
Beverly Dieffenbach

Editor Emeritus

E. Wayne Martz, M.D.

Former Editors

A. Henry Clagett, Jr., M.D.

Robert B. Flinn.M.D.

Bernadine Z. Paulshock, M.D.

VOLUME 70 DECEMBER 1998 NUMBER 12

CONTENTS

509 PRESIDENT’S PAGE

Inaugural Address

Martin G. Begley, M.D.

513 SCIENTIFIC ARTICLE

Closure of Atrial Septal Defects in the Cardiac

Catheterization Laboratory: Early Results Using

the Amplatzer Septal Occlusion Device

John W. M. Moore, M.D. — Jonathan B. Norwood
Kathleen M. Kashow, R.N. — John D. Murphy, M.D.

519 THE BUSINESS OF MEDICINE

What to Look for in a Search Firm

Mary Frances Lyons, M.D.

523 EDITORIAL

Tis the Season

G. Stephen DeCherney, M.D., M.P.H.

525 IN RESPONSE

Letter in response to the September 1998 President's Page

"Medicare Carrier Advisory Committee"

P. Michael Riisager, M.D., F.R.C.S.

527 IN BRIEF

529 ROSTER ORDER FORM

530 INDEX TO ADVERTISERS

Entered as second-class matter June 28, 1 929, at the Post Office at Wilmington, Delaware, under the act of March 3, 1 879. Issued monthly, periodicals postage paid

at Wilmington, Delaware. Copyright 1997 by the Medical Society of Delaware. Indexed in "Hospital Literature Index" and "Index Medicus Available through

University Microfilms. The Delaware Medical Journal does not hold itself responsible for statements made by any contributor or advertiser. Annual subscription rates

are $25 for domestic and $40 for overseas. Single copies are $2.50. Advertising copy is accepted, subject to the approval of the Publication and Editorial Committee

of the Medical Society of Delaware. For information about advertising, call the Journal office at (302) 658-7596. Cover design byAloysius, Butler & Clark.



r

ppi

X-RAY

ULTRASOUN

HIGH-TE

/ s u p ek§?0&
... ^ ^Jl.

'

U,N S U

> '

.

For centralized scheduling call: 302-731-9860

Christiana Care Imaging Services

has two locations to serve you.
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x-ray and ultrasound services are
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Most insurance companies accepted.
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Inaugural Address

Martin G. Begley, M.D.

The following Is the acceptance speech delivered by Dr. Begley at

his inauguration as President of the Medical Society

of Delaware on November 21, 1998.

Thank you, thank all of you.

Dr. Grubbs, my fellow colleagues of the Medical
Society ofDelaware, Friends and Guests.

Tonight you do me a great honor.

Rarely in my life have I been without words.

Anticipating that this might be one ofthose times,

I wrote a few down.

I have two strong feelings at this moment. First,

I feel a deep gratitude to you all for giving me the

honor ofserving as one ofyour officers in the past

and now as your president for this coming year.

However, I feel a stronger emotion. It is a deep

sense of responsibility to all of the physicians

practicing here in Delaware, to our profession, to

Martin G. Begley, M.D., is a diagnostic radiologist practic-

ing in Dover, DE. He is the president of the Medical Society

of Delaware.

this Society and especially to the people through-

out our state for whom we care.

We, physicians, hve in interesting times to say the

least, and our Medical Society, with the pubhc in

general, faces many difficult health care chal-

lenges. However, as I face this next year, I am
reassured because we can draw on three essential

resources: good people, good planning and per-

sonal commitment.

First, the people: Our Society has exceptional

people. Over the past year, it has been both

pleasant and enlightening to work with our presi-

dent, Dr. Stephen Grubbs. Following the impres-

sive tradition of past presidents, he has been

innovative, energetic, hard-working, and deeply

committed to our Society and our profession. I've

learned a lot from him. All of us have benefitted

from the admirable work he has done. He deserves

our recognition and sincere thanks for the valu-

able contribution he has made to all of us.
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Dr. Grubbs is going to be a hard act to follow.

However, I will have the support of a very able

group of officers: Dr. Michael Alexander, our

president-elect; Dr. Edward Quinn, our vice-presi-

dent; Dr. Joseph Hacker, our treasurer; and Dr.

Leo Raisis, our Secretary. I will work with an
exceptional Board ofTrustees. I am also blessed

with talented chairpersons leading our commit-

tees and each ofthem has experienced and devoted
committee members. Last, and surely not least,

I will be working with the superb staff of our

Society. They are the constant thatyear after year

sustains us, and allows us to be progressive and
effective. Most of all, I want to recognize Mark
Meister for his outstanding administration which

makes it all possible. With these accomplished

colleagues, staff, and all ofour other members, we
can do good work, and I thank them from the

outset for the efforts they will make this year.

The second thing we have going into this year is

planning. At a retreat in March, a panel repre-

senting all the physician constituencies in Dela-

ware took a hard look at our Society's mission.

Our aim was to makeMSD more responsive to the

needs ofits membership and more proactive in the

conduct ofour affairs. New focus and goals came
out of that retreat. We now have improved

communication with our membership; working

with excellent elected officials, we have enacted

legislation and regulations that will help patients

and theirphysicians; we have startedmuchneeded
renovations ofour physical plant and have made
other changes that will make us more effective.

Many of the goals chosen at the retreat have

already been achieved. Now we are framing new
goals guided by our new insights into member,
patient, and community needs. We are a Society

with a clear direction and a better sense ofpurpose

due to the work of our retreat panel, and the

oversight and other committees that are tackling

these projects.

Before I leave this subject, I want to make one

more point. For successful institutions, planning
is an ongoingprocess best done with a brainstorm

of ideas contributed from the intellects of the

group. In this Society, every member considers

himselfor herselfone of the intellects. For all of

you, I consider that a very justified self-assess-

ment; I recognize and appreciate your abilities!

Moreover, I acknowledge that throughyour learn-
ing and unique experience, each of you is more
capable than I in many areas. Therefore, I plead

that each ofyou will communicate to me and our

other officers any observations, insights, ideas or

solutions that you may have. This Society should

be using the considerable talent ofevery member.
Ifwe don't, we will be diminished.

The third thing that supports me in going into this

task is personal commitment. I really want to do

this job. When I was a sophomore in high school,

I attended a series of programs called "Career

Clinics at New York University." In each, mem-
bers of a profession spoke to the students about

their work. I attended most of them and heard
accountants, architects, lawyers, and other pro-

fessionals speak. The program on medicine had
the most profound impact on me because the

physicians on the panelwere more idealistic, more
proud of their work than were the other profes-

sionals, and the work ofthe physicians was criti-

cally important. Prior to this experience, I had
idly thought about going into medicine. After it,

I wanted nothing else. Today, I am still glad for

what happened to me that Saturday morning in

1959. Ofcourse, at times, I have found medicine

to be exhausting, tedious, frustrating, provoking

and, in some of the big city hospitals where I

trained, frightening. However, I have always

found it to be immensely interesting, deeply satis-

fying and profoundly worthwhile. I've worked in

a broad range of environments — a hospital in

rural North Carolina, senior staffofthe National

Institutes of Health, faculty ofGeorgetown Uni-

versity Medical School, and now at Kent General

Hospital. Everywhere, I have enjoyedmy patients

and colleagues. Most of all, I have found that my
colleagues had the idealism and dedication that

first drew me to medicine. For this, I have always

been proud to be a physician. Contrary to criti-

cism sometimes directed at us, ifthe facts are even

superficially considered, I believe that anyone can

510 Del Med Jrl, December 1998, Vol 70 No 12
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firmly state that medicine, more than any other

profession, has the most admirable tradition of

public service and none other has done more for

the common good.

I also firmly beheve that ifwe are to sustain the

ideals ofourprofession for the future in Delaware,

we will best do so through the scholarship, fellow-

ship and advocacy ofthis Society as has been done

for more than two hundred years. That's why I

am eager to do this work.

As your president, my goal will be to make every

effort to further the best interests ofyou and your

patients. To assume this duty, I am scheduhng

one day every week to spend solely on the work of

the Society. Most ofthat time I expect to be here

in the offices of the Society. However, if I can be

ofmore help in the most southern point ofSussex
county or elsewhere in the state, be it in the early

morning or the late evening, I will be there.

Finally, letme thank you again for this honor and
the challenge itpresents. For the nextyear, I shall

see myself as not merely your leader, but your

servant-leader. I promise to do everything I can so

that we can always do best the essentially impor-

tant work of caring for each and everyone of our

patients.

Thank you.

Martin G. Begley, M.D.
President

Support yourDMEF with your 1999 Membership Dues

and Contribution to the Endowment Fund . .

.

Delaware Medical Education Foundation, Ltd.

A charitable corporation

founded by the

Medical Society of Delaware

1999
Membership

Dues

and

Endowment Fund

Contribution

Name

Address

Phone Please return this completed form with contribution. Thank You!

DMEF is organized under 501(C)(3) of the Internal Revenue Code.

All contributions to the DMEF are fully tax deductible. A receipt will

be mailed to you.

Invoice Date: Nov 1, 1998

Paymnt Due Date: January 1, 1999

Dues Amount: $ 2 5.00
Endowment Fund: $

TOTAL: $

Endowment Fund - Categories of Giving

The Society: $ 1 000 or more

The League: $500 -999

The Academy: $250 - 499

Fellows: $101 - 249

Friends: $ 1 00 or less
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LabCorp and Medlab join together

to provide Delaware with

enhanced laboratory services.

• More than 25 conveniently located service centers

• Local pathology services, including Pap smears and biopsies

• STAT and same-day testing available for many assays

• State-of-the-art esoteric testing

available through our Center

for Molecular Biology and

Pathology in Research Triangle

Park, NC

• Consultation services available

through MD- and PhD-level

professional staff

• Local management and technical

team to supplement physicians’ delivery of health care

• Most insurance plans accepted at all locations
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SCIENTIFIC ARTICLE

Closure of Atrial Septal Defects in the

Cardiac Catheterization Laboratory: Early Results

Using the Amplatzer Septal Occlusion Device

John W. M. Moore, M.D. 1 — Jonathan B. Norwood 2— Kathleen M. Kashow, R.N. 3

John D. Murphy, M.D. 1

Transcatheter closure of the ostium secundum type of atrial septal

defect (ASD) is a less invasive alternative to open heart surgery.

This report constitutes the early results using the Amplatzer Septal

Occluder for the closure ofASD at the Nemours Cardiac Center of

the A. I. duPont Hospital for Children.

Key Words
Heart septal defects, heart defects, congenital, pediatrics, shunts

The Nemours Cardiac Center of the Alfred I.

duPont Hospital for Children established a pediat-

ric interventionalcatheterizationprogram inJanu-

ary 1998. Although the Center offers standard

open-heart surgery to correct atrial septal defects,

many patients with ostium secundum type atrial

septal defect select non-operative closure in the

cardiac catheterization laboratory. The Nemours
Cardiac Center is one ofa smallnumber ofcenters

in the United States performing the clinical test-

ing of the Amplatzer Septal Occlusion Device

under a Food and Drug Administration protocol.

This report constitutes our early results ofASD
closure using the Amplatzer Device.

1 Interventional cardiologist at the Nemours Cardiac Center

2 Summer intern at the Nemours Cardiac Center

3 Coordinator for Amplatzer Study at the Nemours Cardiac Center

MATERIALSAND METHODS

The Amplatzer Septal Occlusion Device:A previ-

ous pubhcation describes the Amplatzer Septal

Occlusion Device in detail 1 (Figure 1). The device

is a self-expanding stent consisting of 79 indi-

vidual Nitinol wires woven together into a mesh.

Nitinol, a nickel-titanium alloy, has shape memory
and superelastic properties. Superelasticity al-

lows the device to be drawn into six to eight French
(1.9 to 2.5 mm diameters) introducing sheath

depending on device size. Its memory alloy prop-

erty allows the device to return to its predeter-

mined configuration; two round disks linked by a

short connecting waistupon deploymentfrom the

sheath. The disks are structured such that there

is firm contact with the atrial septal rim sur-

rounding the defect. Within each disk and the

waist is a layer of Dacron fabric. This device is

Del Med Jrl, December 1 998, Vol 70 No 1
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self-centering, has a low profile, and requires only
a small septal rim for placement. The device is

available in multiple sizes ranging from 4 to 26

mm waist (ASD) diameters. Finally, theAmplatzer

Septal Occlusion Device has a unique microscrew

release mechanism allowing retrieval and re-

placement for optimal positioning prior to final

release.

PATIENTS

Five patients ranging in age from three to 18 years

(12.3 to 80.6 kilograms) with ostium secundum
type atrial septal defects were evaluated by tran-

sthoracic echocardiography for transcatheter clo-

sure using the Amplatzer device. All patients met
protocol criteria approved by the Institutional

Review Board, Alfred I. DuPont Hospital for Chil-

dren andby the Center for the Devices and Radio-

logical Health ofthe U.S. Food and Drug Admin-
istration, which included protocol directed in-

formed consent.

IMPLANTATION PROCEDURE

Allpatients had general anesthesia and definitive

evaluation utilizing transesophageal
echocardiography (Figure 2). A balloon sizing

technique was employed to select the appropriate

size of the device. Standard hemodynamic and

Figure 1. Amplatzer Septal Occlusion Devices.

angiographic evaluations were also performed.

The introducing sheath was inserted percutane-

ously into a femoral vein and directed under
fluoroscopy through the inferior vena cave and
right atrium into the left atrium. A test injection

was made to verify the correct positioning of the

sheath. The device was loaded into the delivery

sheath. After advancing the Amplatzer Occluder
through the sheath, the left atrial disk was de-

ployed into the left atrium. The left atrial disk was
pulled firmly against the atrial septum, the waist

of the device was released in

the defect, and the right atrial

disk was released in the right

atrium. Transesophageal echo-

cardiography (Figure 3) and
fluoroscopy verifiedproperpo-

sition of the device. If optimal

positioning was not accom-

plished, the device was re-

tracted into the sheath and the

process was repeated until op-

timal position was achieved.

After proper positioning was
verified, the device was released

from the guiding wire. All pa-

tients were given aspirin (3-5

mg/Kg/day) beginning the day

after device implantation.

Figure 2. Two-dimensional echocardiogram showing secundum atrial

septal defect (ASD).
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Figure 3. Two-dimensional echocardiogram showing Amplatzer Septal
Occlusion Device (Amplatzer) closing ASD shown in Figure 2.

Twenty-four hours after the procedure, a tran-

sthoracic echocardiogram was performed. Addi-

tional follow-up evaluations are required after

three months and one year.

RESULTS

Table 1 summarizes the early results ofthe study.

All five patients had successful implantation ofa

device. Device sizes (equivalent to diameter of

atrial septal defects) ranged from nine to 20 mm.
There were no procedural complications. All pa-

tients remained one night in the hospital as

directed by the protocol. Echocardiograms per-

formed twenty- four hours after device implanta-

tion showed excellent device position in all pa-

pair ofostium secundum type

atrialseptal defectis open-heart

surgery. Surgery is a highly effective and low-risk

technique for repair of this defect. In order to

evaluate less invasive alternatives to surgery,

transcatheter closure of atrial septal defect is

being studied. Several reports describe

transcatheter closure ofatrial septal defect using

the Amplatzer Septal Occlusion device and other

devices. 2,3 The Amplatzer device is the most
recently developed and has been designed to avoid

many of the problems encountered with other

septal occlusion devices. Our early experience

suggests that the device is simple to implant and
safe. Although three of the devices had small

shunts immediately after implantation, other in-

vestigators 2,3 have found complete closure of de-

fects to be nearly universal three to 12 months
after device implantation. Thus, we are confident

tients, no inter-atrial shunting

(through the device) in two pa-

tients and trivial left to right

shunting in three patients. Of
the five patients, one (who had
residual shunting) returned for

the three-month follow-up ex-

amination. This patient’s

three-month follow-up
echocardiogram showed no re-

sidual shunting. Three-month
follow-up examinations in four

patients are pending.

DISCUSSION

The traditional method for re-

Table 1. Early Results of Amplatzer Study at Nemours Cardiac Center

Patient Age/Weight ASD/Device Size Procedure Problems Residual Leak (24 hrs)

HB 18Y / 80.6 Kg 18mm None None

AD 5Y / 14.7 Kg 9mm None Trivial

PS 13Y/43.5 Kg 20mm None Trivial

HS 12Y / 44.0 Kg 13mm None Trivial

KW 3Y / 12.3 Kg 12mm None None
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that the device will also prove to be highly effective

for closure of ostium secundum type of atrial

septal defect.
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PRIME OFFICE FOR SALE OR LEASE

Due to a relocation, 1150 square feet of office space is available immediately in

520 CHRISTIANA PROFESSIONAL CENTER IN NEWARK, DE. The office is

freshly painted and re-carpeted and is ideal for a mental health therapist or

psychiatrist, adult daycare, sleep lab and more. Amenities include:

• Large waiting room • Ample parking

• 2 restrooms, 1 with shower • Strategic location at Exit 4 off of I-

• 2 large treatment rooms with skylights 95 in a quiet, wooded and safe

• Large secretarial/bookkeeping room area near the Christiana Mall

Reduced sale price is $99,950.

Lease is $1 ,050 per month. The first two months are free with a two year lease.

CALL DR. RICHARD CROCCO
Day: 800-949-1003, extension 6276 • Evening: 610-642-3745
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In 1 922, the Visiting Nurse Association was born in Delaware. Since then,

we've expanded our service area, meeting the needs of the people of Delaware

and bordering communities in three other states.

And now, as we move forward into the future with our partners in healthcare, we
are proud to announce that we have become Christiana Care Visiting Nurse

Association.

Our new name reflects a closer working relationship with other parts of the

Christiana Care Health System, as well as our vision to develop relationships

throughout the Region which will help us provide the best home healthcare

services available.

Many things you know about us will not change — our offices throughout the

Region, staffed with local nurses and healthcare professionals, our commitment

to every person, in every town, in every county in the region.

Many things have changed since 1 922. But one thing remains the same...

There's nothing like the healing power of home.

ChristianaCAre
VISITING NURSE ASSOCIATION

1-800-VNA-0001



“Let us have faith

THAT RIGHT MAKES

MIGHT, AND IN

THAT FAITH LET US

DARE TO D

AS WE UNDE

Setting rates is one of the most challenging tasks an insurer faces. At Princeton, we

balance doctors’ desire for low-cost professional liability insurance protection with the

need to bring in sufficient funds to pay claims. Responsible rate setting, including

savings for doctors with good claims experience, is in line with our longstanding

commitment (one score and counting) to serve policyholders this century and beyond.

For a policy that delivers value in return for your hard-earned premium dollars

(and cents), consult one of the independent agents who represent Princeton or call us

at 1-800-757-2700.

Princeton Insurance Company

Professional Liability Office Package Policy Workers Compensation

Rated A- (Excellent) by A.M. Best Company Home office: 746Alexander Road • Princeton, New Jersey 08540

Field office: 4 North Park Drive • Hunt Valley, Maryland 21030



THE BUSINESS OF MEDICINE

What to Look for in a Search Firm

Mary Frances Lyons, M.D.

Choosing a search firm, whether seeking or hop-

ing to be sought, is an important decision. Search

firms have grown up as an innovative and com-

petitive way for consultants to gain entre to much
privileged and confidentialinformation aboutcom-
panies and the people who comprise the work force.

The best search firms have even taken this to the

next step, where there is investment in shaping an
industry.

Search firms are well entrenched in the health

care industry, and are used more and more as the

health care industry consolidates and is held

increasingly more accountable for costs. The com-
petition to hire the best and the brightest is

beginning to parallel that in general industry. For

this reason, ifyou are at any competitive level in

health care andhope to leverage your experience in

moving forwardprofessionally, the likelihood that

Mary Frances Lyons, M.D., is a medical professional search consultant

with Witt/Kieffer Ford • Hadelman • Lloyd in St. Louis, Missouri.

you will be able to escape doing business with a

search firm at some point is low. It is likely you
may be part of a decision to hire a search firm
yourself. Knowing the basics ofhow to evaluate a

firm will allow you to make solid decisions.

Your greatest vulnerability is when you are be-

holden to a search consultant to representyou and

have no way to evaluate the skill level of the

individual involved. At this point you are not in a

situation to pick, given your interest in a specific

position. For this reason, becoming more familiar

with search firms and consultants, by taking

their calls at times when you are not in need of

their services yourself, is a less stressful way to

consider various aspects, andean be considered an

investment in what may prove to be a beneficial

relationship (s).

So let’s say there comes a day when you do have to

interface with a firm, one that has been chosen to

representthe hiring organization. They will (hope-
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The Business of Medicine

fully) have made an effective choice ofa competi-

tive firm to represent their organization, but the

criteria are sometimes price-based or dependent

upon whimsical issues. Remember, while candi-

date specifications and position descriptions are

objective, almost every other aspect of hiring is

subjective, and hard benchmarks around search

are nonexistent as to who is qualified to be an
expert. There is no school to attend to learn the

skills required to be a successful consultant, and
the range ofindividuals who are successful in the

discipline is enorm ous. So knowingwhatyou need
to assess your contacts gives you the upper hand.

The aspects to consider are the following:

How oldand established is the firm?

Because search firms of any size lean heavily on
relationships to drive business development, and
usually enjoy a high percentage of repeat busi-

ness, the likelihood that the firm would have

lasted and/or grown without performance is low.

Is the firm a dedicated organization or general

industry'?

General industry firms have many large divisions

and are usually multinational; the resources they

devote to a single discipline or industry must be

limited. Also, you have no way ofknowing ifthey

just started the health care practice two weeks
ago, so it’s wise to ask. Because the principles of

search translate, these firms can usuallyperform

well, but newness ofthe division canmean meager
knowledge in a specific and relevant area.

By contrast, dedication to a field results in tremen-

dous focus of resources, and significant depth as

well as breadth. Ifyou are knowledgable in your

area, doing a bit ofname-dropping and testing to

see if they know their way around the discipline

can assist you in rapidly assessing individual

credibility. A downside to this focus is the issue of

blockage, which can preclude their working with

you ifyou are employed by a client (ofthe search

firm). Usually, the firm will be creative and
honest in what many times are not black and
white but rather gray situations, so integrity is

always in order both ways.

Haveyoubeen contactedby the lead consultant
oran associatesourcing colleague?
Usually the more mature the firm, the more
mature the resources. “First contact” individuals

are often quite valuable in both givingyou strate-

gic information about the position as well as their

own organization; it is a mistake to think that

they are not highly influential as it regards your

candidacy. Ofcourse, you do need to interface with

the lead consultant at some juncture, which is a

good opportunity to ask the same questions of

another individual, as well as assess howyou have
been portrayed to the lead consultant.

After all, the consultant is the first person you
need to impress to impress the hiring organiza-

tion, and they usually take the lead from then-

assistants (even the receptionist/ofiice staff; noth-

ing is a bigger turnoff than to hear from the

administrative staffthat a prospective candidate

is a “jerk,” and seasoned search consultants pay
attention to every clue). As a search consultant, I

sometimes have to do business through my home
phone

,
and I have beenknown to askmy husband,

who occasionally takes messages, what he thought
about a candidate, and to take it under advise-

ment.

Does the firm seem interested in you, as a

person, orjust your skill set?

When you consider that paper gets you to the

interview, and the interview gets you the hire, you

understandwhy a good search firm is so valuable.

If the person behind the paper were not critical,

then hires could be made based on pieces ofpaper,

and interviewsbecome unnecessary.A good search

consultant has done considerable homework
scoping out the hiring organization (ask ifthis is

the first search they have handled for this client,

if it is not the first, they should be an expert), and

can give you a sense ofthe objective issues, as well

as the interpersonal and philosophical issues, the

challenges ofthe role, the overall direction ofthe

company, the lead personalities and the culture,

etc. They should also begin to immediately develop

the same in-depth assessment of you and your

background, skills, and philosophies, and career

aspirations, as their job is to ascertain fit.
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What does your gut tell you about this person

and how well you might work with him/her?

How welldo theyseem toknowtheirwayaround
the keyposition and/orindustryissues?
This should not need a long explanation. Can you
yourself work with this person easily, or will it

involve a lot oftending? Be happy when it seems

to chck, as you will get better service in every

respect. When it doesn’t, make note, and ifyou are

the candidate, be particularly careful to do extra

homework, and to present yourself assertively

with the chent, as you can’tbe certain how well the

consultant involved will.

While this is only a partial list of relevant ques-

tions, testing people when you are not in need of

their services can give you a comfort level with

some ofthe more reputable andestabhshed search
firms. In addition, you may have an edge in what
remains a relationship - driven disciphne.

The Seiden
Adventure

What Do

You Really

Want To Get

Out Of Your

Practice?

A Smarter Path To A
More Fulfilling Practice

space is limited.Sign up today—
Baltimore, MD:
FRIDAY -March 19, 1999

Philadelphia, PA:

FRIDAY - March 26. 1999

Columbus, OH:
FRIDAY - April 9, 1999

Washington, DC:

FRIDAY - April 23, 1999

Cleveland, OH:

FRIDAY - April 30, 1999

Pittsburgh, PA:

FRIDAY -May 7, 1999

Imagine you could achieve all the

things you dream of.

Success. Prosperity. Happiness.

Because with The Seiden Adventure,

you could be on your way to seeing it

happen— and all in just one day.

A One-Day Seminar

That Will Change

The Way You Practice.

By using innovative, interactive tech-

niques, well show you how to build a

stronger relationship with your staff

and patients. Howto run your practice

more efficiently. And howto get the

personal satisfaction that you deserve.

Now find the date and city of The

Seiden Adventure nearest you.

Because if you're looking for financial

and personal success in your prac-

tice, you'd better not miss the boat.

Call 1-800-951-7007 for more information. Or, check out our web site at www.seidenadventure.com
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Providing Service
Beyond The Numbers

|
McBrideShopa& company * ,

P.A.

Certified Public Accountants & Management Consultants

270 Presidential Drive • Wilmington, DE 19807 • (302)656-5500

www.mcbrideshopa.com • e-mail consulting@mcbrideshopa.com

things from

a firedh perspective.

Uninspired by your current marketing efforts? See what a fresh perspective

can do. Call Maura Glenn at 655-1552 and ask for our new brochure.

Aloysius Butler & Clark
Advertising Public Relations Design

522 Del Med Jr!
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EDITORIAL

Tis the Season

G. Stephen DeCherney, M.D., M.P.H.

Every year brings its own set ofjoys and sorrows.

I often find that in the quiet moments of an
otherwise busy holiday season I grow reflective

about the year soon to pass. My musings are

sometimes about large issues such as health care

dehvery systems, which we used to call taking

care of patients. More often I look at my many
children and ponder about past Christmas holi-

days when both they and I were much younger. I

do nothave to questionwhere the years have gone;

I can readily see them in my mind’s video. My
memories gently round the edges ofthose Christ-

mases. With some effort I can recall the frustra-

tion ofparking, shopping, standing in lines while

sales clerk made dates for Saturday night. What
most readily falls into view, however, are the

feelings ofjoy and surprise among my family and
friends. Every year we are surprised to discover

that we are a family. We are surprised that

through the exchange of gifts we really do under-

stand one another’s needs. No matter how silly or

G. Stephen DeCherney, M.D., is a practicing endocrinologist

in Newark, DE. He is the Editor of the Delaware Medical Journal.

how mundane (ifmy children are reading this, I do

not need another coffee mug), none ofthe presents

are random. Each has a thought behind it. We
really did hear one another through the loud

cacophony that has become our household.

As a husband, I consider myself very lucky. My
wife is an extremely intelligent, empathetic, and
impassioned human being. We both work in

demandingjobs. Our house is always chaotic, and
often we are not sure who is preparing dinner.

Somehow through my wife’s oversight it all gets

accomphshed (except moving the piles ofhalf-read

books and half-written manuscripts from my den).

As a father, I am not sure yet ofthe outcome. My
children are still relatively young. When they are

in the midst ofa sibling battle, which even Pericles

would admire, I cannot see that they have learned

any standards or values from us . Most ofthe time

,

however, they are thoughtful of other’s feehngs.

One ofmy daughters (age 16) consistently gives up

weekend mornings to feed the less-fortunate. One
ofmy daughters (age 12) always has a nice word
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to say about her friends. This is extremely

unusual in post-pubescent girls. My two sons

(ages 9 and 10) have learned thatplaying together

peacefully is better than intervention by adults.

One ofmy daughters (age 15) worked all summer
to pay for airfare to her friend’s house in Colorado.

My eldest daughter (age 21) is working and going

to school simultaneously. When all are gathered

around the Christmas tree, it is easy to rejoice at

their spirit.

As a son, I have tried to gently and gracefully

support my rather independent mother. Her
demands are few, but unique to our relationship.

Although I have long ago abandoned many ofthe

habits and ways ofmy youth, she expects certain

patterned responses. She compares me tomy late

father, whom I cannot replace for her. And I

compare the Christmases of my youth in her

house to those she experiences now as Grand-

mother in my house. Her feelings are quite

different than those I well remember. Despite her

inclusion in all the festivities, she is not in the

vortex of the holiday, and I can see from her face

that she acknowledges it, albeit perhaps uncon-

sciously. As the mother ofmy youth she was the

center of the Christmas experience. Even in the

early years of my marriage, we would bring the

very young grandchildren to her house for a

holiday similar to those ofmy childhood. Only ten

or 15 years have changed this to something foreign

to her. We only live five miles apart, so she is a

regular part of our life. I cannot imagine what
distance brings to the emotions of families living

very far apart. Perhaps the holidays are all that

much more important.

As a clinician, I am reminded of the terrible

sufferingwhichmy patients tolerate daily. Diabe-

tes is an erosive disease. At the Diabetes Center,

we see mostly difficult-to-manage patients. These

are the ones who have persistently elevated blood

sugars. They are resistant to therapy whether by

genetic structure orpsychological demeanor. For

some, there is no therapy. Although we have

tested a number ofpromising drugs for neuropa-

thy, none have yet proven very effective. Our
patients become increasingly disabled, and even-
tually many ofthem lose a limb. I am reminded
ofthese disabilities by the change ofweather and
the extraburden that it carries. Perhaps the most
painful to watch are those patients who suddenly

emerge from denial and obtain good control of

their blood sugars. Unfortunately, it is too late for

many of them. Even if they can arrest the

progression ofthe disease, they cannot reverse its

vagaries.

As an administrator, which iftruth be told, is how
I spend increasing amounts of daylight, I hope I

have lead with fairness and vision. Although I

need not make the comparison for readers ofthis

Journal, managing medical practice today is al-

most unrecognizable contrasted with ten years

ago when I left academia to arrive here. Witness

the explosions around us: bombs labeled Allegh-

eny, Oxford, and HIP of New Jersey have left

uncertainty amongphysicians and staffalike. “To

do the impossible, you have to see the invisible.”

Sometimes the fog is dense for all of us, and we
simply muddle through. Other times we can see

clearly, and I hope, even ifthe job is hard, that we
cleave ourselves to the right task.

As a friend, I hope I have answered when called,

helped when asked, laughed with you, cried with

you, worked shoulder to shoulder with you, agreed

withyou, and debated openly with you. I hope you

feel that my word is good, my humor intact, and

that I can be trusted with confidences.

So I guess in the holiday season, I turn from the

business that medicine has become, to personal

anlage from which it arose. We, the Medical

Society ofDelaware, are still a small and intimate

group. We know one another well. Thinking of

you as my extended family, I wish all ofyou could

celebrate around my Christmas tree even ifyou

celebrate a different festival.

Happy Holidays.
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IN RESPONSE

November 10, 1998

Stephen S. Grubbs, M.D.

President, Medical Society ofDelaware

1925 LoveringAvenue
Wilmington, DE 19806

Dear Dr. Grubbs:

May I take the liberty to amplify the message in your article onMedicare CarrierAdvisory Committees?
"The CarrierAdvisory Committee and the Carrier Medical Directors are the route for communication
between practicing physicians and the Health Care Financing Administration [regarding medical

coverage policies]." Bruce Vladec made these comments in January of 1994 to a national meeting of

carrier medical directors. Put succinctly: this is the only formal mandated mechanism by which the

provider ofservices to the Medicare beneficiary has direct input— to medicalpolicy development. While

this refers to locally developed policies alone, such coverage policy accounts for seventy to seventy-five

percent ofthe guidelines by which the Medicare program is able to make payment. Furthermore, the

carrier is required to submit any policies that propose to limit the furnishing ofa specific service to the

Medicare beneficiary.

If there is a key figure in influencing the coverage for which providers of Medicare services are

reimbursed, the CAC representative ofthe specialty is it! May I exhort individual physicians to obtain

the name andphone number oftheir representative (and alternate) ofthe CarrierAdvisory Committee,

and communicate the desire for a copy ofpolicies pertaining to that specialty as they are issued by the

Carrier so they can give input?

The influence ofthe physician community in the construction ofcoverage policy depends upon the quahty

and dedication ofthe CAC representative ofthe society. The effectiveness ofthe CAC representative, in

turn, depends upon the dedication of the society in supporting the representative and managing the

transmittal ofinformation thereby acquire d.

Sincerely,

P. Michael Riisager, M.D., F.R.C.S.

Medicare Medical Director
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Minor Surgery

Center inc.

Providing outpatient minor surgery

in a private setting.

Same day procedure

Breast biopsy

Vasectomy

Temporal artery biopsy

Lymph node biopsy

Synovial cysts

Benign skin lesions

Malignant skin lesions

Repair of lacerations

Ingrown toenail

Cysts and lipomas

Pilonidal abscess

Ischiorectal abscess

Thrombosed hemorrhoids

External hemorrhoids

Warts and condylomas

Simple fractures

Hours: 9 AM - 5 PM
Monday - Friday

Amir Mansoory M.D. F.A.C.S. Shah Morovati M.D. F.A.C.S.

324 East Main Street Newark, DE 1 971

1

Telephone: 302-737-4116 • 302-737-4990

Fax: 302-737-5082

Member of all local HMOs
Discount to uninsured



IN BRIEF

WHICH DOCTORS WORKED AT SMAC?

It is about thirty years since the Southbridge

Medical Center (SMAC) opened to its first patient,

about two years after the late Dr. Allston Morris

first got the idea to establish a medical facility in

the under served east side of Wilmington.

Dr.Morris’ civic goal came to fruition after a great

deal of work on his part and that of Dr. Bob
Dewees, and many helping individuals and
agencies.

The first SMAC opened in a small renovated

building on A Street. The facility has since

expanded and moved to vastly better quarters and

become the Henrietta Johnson Medical Center. It

is now staffed by salaried physicians, but

originally all the physicians who worked there

were volunteers. An expanded medical clinic has

been constructed and willbe named in honor ofDr.

Morris. The dedication ceremony is scheduled to

take place on Monday, January 18, 1999.

Many who worked at SMAC are still members of

the local medical community, including Drs.

Vincent DelDuca, Carl Glassman, Gershon Klein,

Wayne Martz, Edgar Miller, Carl Mulveny,

Bernadine Paulshock, R. Walter Powell, Charles

Riegel, David Saunders, Charles Strahan, Reuben

Teixido, and Dene Walters. Several other

physicians who have since died, Drs. Robert

Dewees, Jack Gelb, Gordon Keppel, Donald

McGee, and PeterMe tte, were also volunteers.

Dr. Morris’ papers about SMAC, including his

notes and letters dating from the first planning

meetings, are now housed in the manuscript

collection at the University of Delaware. The

collection (“Papers ofDr. Allston Morris related to

the Southbridge MedicalAdvisory Committee and

Activities Center”) encompasses almost two feet of

shelf space.

For historical reasons, I would like to make sure

that all of the physicians who helped with the

initial effort are credited. Ifanyone has been left off

the aforementioned list [which was largely recon-

structed with the help of some of the physicians

who worked at SMAC]
,
I would appreciate being

notified. Thank you for your help in this matter.

Bernadine Z. Paulshock, M.D.
1306 Marsh Road

Wilmington, DE 19803

Tel: 302-478-7222 Fax: 302-478-6507

E-Mail: bzpaul@pol.net

Sandra W. Taub, Psy.D.
Licensed Psychologist

405 Foulk Road
Wilmington, DE 19803

D 71 Omega Professional Center

Newark, DE 19713

An additional discreet office location

FOR PROFESSIONALS
available upon request.

Confidential phone line:

302 -762-8044
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Reserve
ABOVE Q, BEYONDAPN 25-801-0004

If you’re a physician looking for a change of pace aoove ana oeyona tne orainary,

consider becoming a commissioned officer/physician with the Air Force Reserve.

As in civilian life, Air Force Reserve physicians provide critical and preventive care and

vital clinical services.

However, as a Reservist, your medical expertise can take you around the globe and

into real-world scenarios that will take healing above & beyond. Air Force Reserve

physician/officers hold a position of special trust and responsibility,

training opportunities in areas such as Global Medicine and Combat

paid CME activities, you will find yourself among an elite group

All it takes is one weekend a month and two weeks per year,

something above and beyond for your country while adding a new dimension to

medical career.

Call 1-800-257-1212
Or visit our web site at www.afreserve.com



Medical Society of Delaware
Pictorial Roster 1999-2000

The Medical Society ofDelaware’s pictorial roster is an invaluable resource to Society members, medical community members, and
others in need information about Delaware’s physicians.

Format

The format of the 1999-2000 roster offers even more information, including e-mail addresses. Housed in an efficient three-ring binder,

the roster allows for easily adding or removing pages. Home address information for Society members is available as a separate, bound
publication that can be easily inserted into the roster or kept separate for home or office use.

The Roster is ordered as follows:

£Q Medical Specialties £ other Information
Alphabetically listed by county

An alphabetical listing of medically related groups and

organizations

• Hospital Information

• Medical Libraries

• Nursing Homes, Extended Care Facilities

and Retirement Homes
• Insurance Carriers

• Other Facilities, Organizations and Services

• State Agencies and Facilities

• Chaplains

• Physicians' Health Hotline

ffil Membership Directory
Alphabetically listed within county

• Name and degree

• Professional addresses, phone & fax numbers,

e-mail addresses

• Type of practice and year board-certified

• Medical school and year of graduation

If the physician is board certified in a specialty, the year

in which the certification was earned willfollow the

specialty in parentheses. Unless the entry indicates

otherwise, the board certification was granted by the

A merican Board ofMedical Specialties.

•Nr

MSD Roster Order Form

To order copies of the new MEDICAL SOCIETY OF DELAWARE PICTORIAL ROSTER, please complete and return this order form with your

payment to: Medical Society ofDelaware, 1925 Lovering Ave., Wilmington, DE 19806-2166. Be sure to make a copy ofthe complete orderform for your records.

TYPE OF Order (check one) INFORMATION (please print clearly or type)

Medical Society of Delaware Member

Non-Profit Organization

Other Name

Quantity Price Quantity

ROSTER X

$15 - Members

$75 - Non Profit

$150 - Others

Total Price

HOME
ADDRESSES $5.00 x

Members only

TOTAL

Office Use
ENCLOSED—

Chk #: Dt Md: Questions
302/658-7596 OR 800/348-6800

Amt: Pstge:
302/658-9669 (fax)

dlb@medsocclel.org
N

Organization Name

Address

City State Zip Code

Phone Fax
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INDEX TO ADVERTISERS

Air Force Reserve 528

Aloysius, Butler & Clark 522

Arbors at New Castle 531

Christiana Care Imaging Services 507

Christiana CareVNA 517

Community Imaging 502-3

Diagnostic Imaging 506

DMEF 511

Laboratory Corp. ofAmerica 512

McBride Shop a, & Company, PA 522

MSDIS 505

Minor Surgery Center 526
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Princeton Insurance 518

The SeidenAdventure 521

Taub, Sandra 527

INFORMATION FOR
ADVERTISERS

The Delaware Medical Journal is a monthly pub-

lication of the Medical Society of Delaware. The
Journal reaches approximately 80 percent of the

state's physicians, as well as medical libraries,

and hospitals; its circulation is approximately

1,700.

Full-, half- and quarter-page advertisements are

accepted. Half- and quarter-page ads may be

either vertical or horizontal. The Journal can
provide such services as four-color or matched
color ads; camera work (halftones, line shots);

and typesetting.

Closing for space reservations is the first of the

month, two months prior to publication. Closing

for materials is the first of the month, one month
prior to publication.

All advertisements are subject to approval by the

Publications Committee ofthe Medical Society of

Delaware.

For a media kit or for more information, call

Kristine Riccardino at 302-658-7596 or 800-348-

6800 (Kent or Sussex Counties).

1999 ADVERTISING RATES all rates are net

SPACE RESERVATIONS 1 Time
Full Page $ 240

Half Page $ 155

Quarter Page $ 85

PREFERRED PLACEMENT
Only available for Full Page ads

$ 275

3 Times 6 Times 12 Times

$ 230 $ 220 $ 200

$ 145 $ 140 $ 130

$ 80 $ 75 $ 70

$ 260 $ 255 $ 230

PROCESSING CHARGES
COLOR - SEPARATIONS MUST BE PROVIDED
Four Color $ 450

Matched (PMS) $ 170 / $280 (2 Matched Colors)

Individual $ 150

SIZES -INCLUDE CROP MARKS TYPESETTING- $30

Full Page 7" X 10"

Half Page Horizontal 6 1/4" x 4"

Half Page Vertical 3" X 8 1/2"

Quarter Page Horizontal 6 1/4" x 2"

Quarter Page Vertical 3" X 4"

Trim Size 8 1/2" x 11"

Please call 302-658-7596 to place an ad.

All advertisements must be accompanied by

an insertion order and are subject to approval

by the Publication and Editorial Committee of

the Medical Society ofDelaware.
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The Optimum
Referral Option

minimal costs. That's

precisely what the Arbors

at New Castle is designed,

staffed and equipped to do.

When combined with

our physician-driven

interdisciplinary team
approach to delivering

care, our subacute care helps

high acuity patients recover

quickly, at costs that are

30-60% less than comparable

care in an acute care setting.

In addition to our basic

healthcare services, we
provide care through

specialized subacute

programs in the areas of:

A Respiratory

A Medical Rehabilitation

A Digestive Diseases

A Cardiac Recovery

A Infusion Therapy

A Wound Care

The Arbors at New Castle

Subacute and Rehabilitation

Center is a 120-bed Center

specializing in providing the

area's finest subacute,

rehabilitation and basic

healthcare services.

In today's cost conscious

environment, healthcare

providers are increasingly

being asked to produce

optimal medical results at

For more information

and a copy of our video

call 328-2580.

ARBORS AT NEW CASTLE
Subacute and Rehabilitation Center

32 Buena Vista Drive

New Castle, DE 19720

Hospital



Papastavros’ Associates Medical Imaging,LLC

Committed. . . To you and your patients!

B maintaining a leadership role in the deliv-
WeVe there where you need us!

ery of high-quality healthcare, Papastavros’

Associates Medical Imaging,LLC

provides a full spectrum of quality, state-of-

the-art diagnostic imaging services in a caring

and comfortable environment.

Imaging services provided include:

• X-Ray

• M R I scanning

/Open Scanning

• Ultrasound,

including Cardiac

• Spiral C.T. Scan

• Mammography/

Core Biopsy

• Dual Energy Bone

Densitometery

Nuclear Medicine

• Spect Thallium/

Cardiolite

• Scintmammography

0 >

ur Women’s Centers are designed to address

the health care needs of all women:

• Mammography services provided by a staff of

highly trained technicians and dedicated

professionals.

• OB and breast sonography, echocardiography,

cardiac stress and doppler scans.

• Stereotactic breast biopsy, the latest

technological advance in breast cancer detection.

• Dual Energy Bone Densitometry to detect and

monitor osteoporosis comfortably, quickly,

safely and precisely

Papastavros’

Associates

MEDJCAl

W, are pleased to welcome new

facilities in Milford, Lewes and

Glasgow. Full service imaging includ-

ing a technically advanced “Open”

MRI for claustrophobic, pediatric, and

handicapped patients is now available

at our office in the Glasgow

Medical Center.

• Healthcare Center at Christiana,

200 Hygeia Drive,

Newark, DE 19702

(302) 421-2121

• Wilmington

1701 Augustine Cut-Off

Suite, 100, Bldg. IV

Wilmington, DE 19803

(302) 652-3016

• Glasgow

2600 Summit Bridge Road,

Suite 122

Glasgow, DE 19702

(302) 832-5590

• Newark

40 Polly Drummond Hill Road,

Suite 100, Bldg.4,

Newark, DE 19711

(302) 737-5990

mm

Other Convenient Locations:

1508 Pennsylvania Avenue (302) 655-4042

2700 Silverside Road (302) 478-1 100

1805 Foulk Road Suite 1 (302) 475-8036

420 Christiana Medical Center (302) 368-3959

1320 Philadelphia Pike (302) 792-2529

1941 Limestone Road (302) 633-9873

702 Delaware Street, New Castle (302) 328-1502

Omega Professional Center (302) 738-5500

5317 Limestone Road (302) 239-9415

550 Stanton-Christiana Road (302) 633-9910

314 E. Main St., Newark, (302) 455-0775

1 1 1 Railroad Ave. Elkton, MD (410) 392-6155

556 S. DuPont Hwy, Milford, (302) 424-4163

1539 Savannah Rd., Lewes (302) 655-2590






